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ABSTRACT
AFRICAN AMERICAN WOMEN: GENDER BELIEFS, PEER PERCEPTION,
RELATIONSHIP POWER, AND SEXUAL BEHAVIOR
by
LATRONA LANIER
African American women living in the U.S. face immense challenges to protect
themselves from HIV infection. One in every 32 African American women is diagnosed
with the disease and heterosexual contact is the primary mode of transmission. A better
understanding of the African American woman’s beliefs and decisions related to safe sex
practices can give direction to strategies to promote safer sexual behaviors. The purpose
of this study was to explore the association of the African American woman’s attitudinal
beliefs (gender ratio imbalance, gender role), normative beliefs (peer perception of sexual
behaviors), and relationship control beliefs (relationship power) with self-reported sexual
behaviors. The Theory of Planned Behavior served as the study’s theoretical framework,
supporting the premise that beliefs are precursors to explanations, predictions, and
understanding human behavior.
Using a cross-sectional, correlational design, a convenience sample of 95 African
American women from the southeastern United States was obtained. Results confirmed a
statistically significant 1) positive relationship between gender role beliefs and
relationship power, (r = 0.354, p < .001); 2) negative relationship between gender ratio
imbalance beliefs and relationship power, (r = -0.472, p < 0.001); 3) positive association
iv

between relationship power and avoidance of risky sexual behavior, (r = 0.340, p =
0.001); 4) negative correlation between gender ratio imbalance beliefs and risky sexual
behaviors, (r = -0.235, p = 0.022); and 5) positive correlation between safer sexual
behavior and peer perceptions of safer sex behaviors, (r = 0.475, p < 0.001). Results from
a stepwise multiple regression indicated that relationship power (p = 0.001) and peer
perception of sexual behavior (p < 0.001) were significant predictors of sexual behavior,
accounting for 31% (p < 0.001) of the variance. African American women with a strong
sense of relationship power and peer perceptions of safer sexual behaviors were more
likely to practice safer sexual behaviors.
Testing the relationships between key beliefs systems hypothesized to be related
to HIV protective behaviors in African American women is significant in advancing
knowledge in HIV prevention. This work sets the stage for further development of
targeted gender-sensitive, culturally relevant prevention science for African American
women.
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CHAPTER I
INTRODUCTION

Although the evolutionary purpose of sexual behavior is reproduction, it is an
intersectionality of race, gender, and culture rooted within a civilization shaped by
societal positions that influence the behavior (Amaro, Raj, & Reed, 2001; FernandezEsquer, Diamond, & Atkinson, 2010; Hunt & Jung, 2009; Nguyen et al., 2010; Noar &
Morokoff, 2002). While there are commonly shared norms and beliefs concerning sexual
behavior, cultures and gender groups vary in their conformity to such shared and agreed
upon ideals. Even so, because of the disparate number of Human Immunodeficiency
Virus/Acquired Immune Deficiency Syndrome (HIV/AIDS) infections among African
American women in the United States (US), it is essential to understand how these
racially incurred, gender-based, and culturally sensitive beliefs influence the sexual
behavior of African American women.
Worldwide, the HIV/AIDS epidemic has proven to be a social, economic, and
cultural healthcare struggle related to gender role, abuse, and oppression (CDC, 2008). In
the US alone, more than one million people are infected with HIV and greater than
17,700 deaths occurred in 2009 from AIDS (CDC, 2012a). Since the emergence of the
global pandemic, over a span of three decades greater than 619,400 people in the US
have succumbed to the disease (CDC, 2012b). Moreover, in 2011, an estimated 16.6
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billion dollars was spent internationally on the malady, compared to 300 million dollars
in 1996 (UNAIDS, 2011; UNAIDS, 2009).
Despite the progression of effective treatment regimens and a decreasing
incidence of HIV/AIDS infections among other risk groups (i.e., whites, Hispanics), by
race, African Americans continue to be disproportionately affected by the disease.
Although African Americans are a minority populace in the US, accounting for
approximately 14% of the population, they account for nearly half (46%) of all HIV
infections; 44% of all newly acquired HIV infections (CDC, 2011a); and 44% of all
AIDS cases (CDC, 2008). Moreover, in 2007 HIV was the ninth leading cause of death
for all African Americans and the third leading cause of death for both African American
men and women 35-44 years of age (CDC, 2011a). Additionally, in 2006, HIV was the
fourth leading cause of death for African American women 25-34 years of age (CDC,
2008). In 2009, approximately 16,741 African Americans were diagnosed with AIDS
(CDC, 2011a).
Problem
Women represent a core group disproportionately affected by HIV/AIDS (CDC,
2011a). Since the late 1980s, the global pandemic has been increasing annually among
the group (CDC, 2010) and despite effective preventive regimens for the disease women
accounted for the greatest number of HIV/AIDS infections in 2009 (CDC, 2010). Women
constitute 51% of the US population and 23% of those newly infected with HIV, with one
in every 139 women being diagnosed with HIV in her lifetime (CDC, 2011b). Moreover,
African American women are disproportionately affected at all stages of HIV infection
when compared with women of other races. In 2009, African Americans or Blacks,
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people having origins in any of the Black racial groups of Africa, more generally
accounted for 57% of the total number of newly diagnosed HIV infections in women,
while Caucasians accounted for 21%, and Hispanics/Latinas represented 16% (CDC,
2011b). Simply stated, an African American woman is 15 times more likely than a
Caucasian woman, and greater than three times more likely than a Hispanic/Latina
woman to become infected with HIV/AIDS (CDC, 2011b).
African American women are disproportionately affected by HIV/AIDS,
particularly in the southeastern United States, with one in every 32 African American
women being diagnosed with HIV (CDC, 2011a; CDC, 2013). In 87% of diagnosed
HIV/AIDS cases among African American women, heterosexual contact with an infected
male partner has been identified as the primary mode of transmission (CDC, 2013),
suggesting risky sexual behavior practices amongst the group. Although consistent and
effective condom use has been identified as the single most effective preventive strategy
against HIV/AIDS infections, research indicates there is an inconsistent use of condoms
by African American women (CDC, 2007). Consequently, sexually active African
American women, particularly those who practice risky sexual behaviors such as the lack
or inconsistent use of condoms, are placing themselves at an immense risk for contracting
HIV/AIDS and other sexually transmitted infections (STIs).
Clearly, these statistics make evident the urgent need for research endeavors
aimed at specifically ascertaining the foundational core of the African American
woman’s sexual behavioral practices, eventually assisting in the development of tailored
HIV/AIDS preventive strategies. To achieve this goal, it was necessary to delve into
those racially incurred, gender-based, and culturally sensitive factors that are influential
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in the African American woman’s sexual behavior, some of which have not been
evaluated in previous research.
Empirical research suggests the African American woman’s sexual behavior
involving inconsistent condom use is partially because it may be a challenge getting her
partner to use a condom (Bird & Harvey, 2001). Several factors support this behavior,
including gender ratio imbalance beliefs, a female to male ratio imbalance in the African
American community with fewer African American men (Corneille, Zyzniewski, &
Belgrave, 2008; Jarama, Belgrave, Bradford, Young, & Honnold, 2007); gender role
beliefs, the idea that the woman should care for others (Corneille et al., 2008); peer
perception, the social influence of one’s peers (Crosby et al., 2003; Friedman et al., 2001;
Raiford, DiClemente, & Wingood, 2007); and relationship power and its unequal
distribution (Bird & Harvey, 2001; Bogart & Thorburn, 2005; Bruhin, 2003; Corneille,
Tademy, Reid, & Belgrave, 2008; Ferguson, Quinn, Eng, & Sandelowski, 2006; Harvey,
Bird, Galavotti, Duncan, & Greenberg, 2002; Pulerwitz, Gortmaker, & DeJong, 2000;
Wingood & DiClemente, 2000). Still, the actual role, influence, and relationship between
gender beliefs, gender ratio imbalance and gender role on risky sexual behaviors is not
clear and little research had been conducted to understand these relationships specifically
when African American women try to avoid risky sexual behavior. The possibility
existed that the African American woman was basing her condom use behavior on her
gender beliefs to maintain her relationship (Corneille, Zyzniewski, et al., 2008). To
promote culturally sensitive preventive strategies, this study investigated the extent to
which gender beliefs, peer perception, and relationship power influenced the African
American woman’s sexual behavior. Most importantly, perhaps, was that the role of
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relationship power in the African American woman was investigated as a hidden
mediator in her sexual behavior, specifically her condom use.
Purpose/Significance
Past research has not focused exclusively on the intersectionality of the African
American woman’s race, gender, and culture specifically addressing those influential
factors associated with her sexual behavior and unequal dissemination of HIV/AIDS in
America. Collectively investigating gender beliefs, peer perception, and relationship
power and their precise association with the African American woman’s sexual behavior
will further assist in the development of tailored HIV/AIDS preventive strategies.
The purpose of this study was to investigate the relationship of an African
American woman’s gender beliefs (i.e., gender ratio imbalance beliefs and gender role
beliefs), peer perceptions of sexual behavior, relationship power, and sexual behavior
(i.e., condom use behavior), ultimately narrowing the gap in literature regarding gender
beliefs and sexual behavior. An establishment of how these concepts contribute to and
interact on various and often concurrent levels to the African American woman’s
decision making and sexual behavior concerning the prevention of HIV/AIDS in
American culture was explicitly addressed. Additionally, consideration to the application
of these findings, suggesting where the scientific community should focus future
investigative efforts was addressed. The goal of this study was to increase the current
level of knowledge regarding the African American woman’s sexual behavioral practices
(i.e. condom use) ultimately promoting tailored HIV/AIDS preventive strategies. This
study was the first to collectively investigate the influence of these factors and their
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combined effect on the sexual behavior of African American women. Most importantly,
perhaps, this study maintained a gender-based, culturally sensitive focus.
Research Questions
This study specifically examined the following research questions in a sample of
African American women:
1. Are more gender role beliefs associated with lower perceived relationship
power?
2. Are stronger gender ratio imbalance beliefs associated with lower perceived
relationship power?
3. Is more relationship power associated with an avoidance of risky sexual
behavior?
4. Are stronger gender ratio imbalance beliefs associated with a decrease in the
avoidance of risky sexual behavior?
5. Are more gender role beliefs associated with lower risky sexual behavior?
6. Are greater peer perceptions of safer sex behaviors with partners associated
with safer sexual behavior?
7. Are stronger gender ratio imbalance beliefs associated with an increase in
gender ratio imbalance beliefs influenced sexual behavior?
8. What is the relationship of an African American woman’s attitude (gender
ratio imbalance beliefs and gender role beliefs), subjective norm (peer
perceptions of sexual behavior), perceived behavioral control (relationship
power) and her sexual behavior?
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9. What is the relationship of an African American woman’s attitude (gender
ratio imbalance beliefs and gender role beliefs), subjective norm (peer
perceptions of risky sexual behavior), perceived behavioral control
(relationship power), and her condom use behavior?
10. Does relationship power mediate the relationship between attitude (gender
ratio imbalance beliefs and gender role beliefs) and risky sexual behaviors?
A long term goal of the study is to develop culturally sensitive and gender specific
interventions to reduce those risky sexual behaviors of African American women based
on gender beliefs and relationship power. The integration of new and innovative nursing
research studies, such as this one, may give direction to resolving a multitude of
challenges in the area of healthcare. By linking the intersectionality among race, gender,
and culture, this study will add relevant and sensitive knowledge that is necessary to
create appropriate interventions that are tailored for a group affected by health disparities
and healthcare inequities. Singularly addressing each factor, as in previous research, may
have concealed the true intricacy of gender beliefs, peer perception, and relationship
power.
Given the racial and gender differences in the incidence of HIV/AIDS infections,
research that investigates the behavioral outcome of consistent condom use advances
from a more complex analysis of various influential factors and achieves greater
awareness of the interwoven aspects of race, gender, and culture. Additionally, this study
contributed to the sparse literature regarding the collective association among gender
beliefs, peer perception, and relationship power in the African American woman, which
also can assist in the development of personalized, innovative, preventive strategies.
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Innovative nursing research, with a focus on the gaps in knowledge allows health
care professionals, specifically nurses, to incorporate the use of tailored approaches in
their day-to-day HIV preventive messages. As the utilization of evidence-based practice
increases in the nursing profession, knowledge development and the advancement of
certain theoretical perspectives may enlighten nurses’ and preventive messages. This
study investigated those specific influential factors that impact the African American
woman’s sexual behavior.
Theoretical Framework
Human behaviors are goal-oriented actions with many being planned, a number
being deliberate, and still others being oblivious not requiring any form of conscious
awareness or a behavioral plan (Ajzen, 1985). Therefore, to understand the countless
complexities of behavior including the relationship between intentions and actions, the
influence of goals and plans, and the other innumerable determinants that are influential
in behavior modification, researchers have used various empirical research models to
explain the behavior of individuals, cultures, and populaces. Nevertheless, because
understanding what causes behavior is essential in the prediction, modification, and
promotion of that behavior, this study used the Theory of Planned Behavior (TPB)
(Ajzen, 1985), to examine gender beliefs, peer perception, relationship power, and the
African American woman’s sexual behaviors (i.e., condom use).
Developed to investigate behavior, the TPB is a direct descendant and an
extended version of the Theory of Reasoned Action (TRA) (Ajzen, 1985, 1991). It is a
highly regarded and popular conceptual framework that has been used to explain, predict,
and influence a collage of human behaviors serving as a guide in the modification of
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human behavior (Ajzen, 1991). Still, the TPB does not limit itself to the modification of
behavior. As a reputable conceptual framework, it also provides rationalization for a
variety of human behaviors, including sexual behavior (i.e., condom use).
Theory of Reasoned Action (TRA)
To provide a thorough overview and understanding of the TPB, it will be first
necessary to review briefly its predecessor, the TRA. In 1975, Ajzen and Fishbein
formulated the TRA from research geared at investigating the incongruities among
attitude and behavior. The TRA describes the influence of beliefs, through attitudes and
intentions, to actual behavior performance; it suggests that an individual’s behavioral
intention depends on his/her attitude regarding the behavior and subjective norms (Ajzen,
1985). In other words, the TRA examines how a person's deliberate behavior is based
upon and predicted by his or her attitude regarding the behavior in question (attitude) and
his/her perception of how others, such as those within his/her social network will view
him/her if he/she performs or not performs the behavior (subjective norm). Attitude and
subjective norm are not weighted equally in predicting behavior (Ajzen, 1985).
The TRA is based on the assumption that individuals will behave in a certain
manner once the outcome of their actions are considered (Ajzen, 1985). Through the
TRA, Ajzen and Fishbein (1975) explored the relationship among intentions and actions
including those factors that guide a person to alter his or her intentions and impede
successful completion of a given behavior. According to the TRA, if an individual
assesses the suggested behavior as positive (attitude), and if he/she thinks others want
them to achieve the behavior (subjective norm), he/she is motivated (intention) toward
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the behavior which results in a greater likelihood that the behavior will be achieved
(Ajzen, 1985).
Research has suggested behavioral intention does not always lead to actual
behavior due to circumstantial limitations (Ajzen, 1985). Therefore, Ajzen (1991)
introduced the concept of perceived behavioral control to address the issue of behavioral
intention not being the exclusive determinant of behavior, suggesting an individual’s
control over behavior is incomplete. In doing this, Ajzen (1985) extended and modified
the original theory, the TRA, to include those obstacles that occur in the performance of a
behavior that an individual has limited control over (see Figure 1).
Figure 1.The Theory of Planned Behavior (Ajzen, 1985, 1991).

Development of the Theory of Planned Behavior (TPB)
The development of the TPB addressed the limitation of a person’s inability to
control those obstacles over which he or she has limited control and emphasized that
behavioral intention is effective only if the behavior in question is under deliberate
control (Ajzen, 1991). For example, for some behaviors, personal issues and other
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external obstacles can interfere with the intention-behavior relationship, which supports
the conclusion that behavioral intention can be altered by non-motivational factors. Nonmotivational factors according to Ajzen (1985) may include time, money, skills,
knowledge, cooperation with others, and opportunity. For these reasons, Ajzen (1985)
proposed behavioral intention as an individual’s intention to try and perform a certain
behavior. For example, applying this principle to the sexual behavior of African
American women, if an individual asserts she is going to try and avoid HIV/AIDS, her
intention of trying to avoid the epidemic is still considered an intention although there
may be other factors that may influence her ability to actually avoid the disease. These
influencing factors could include her lack of income to purchase condoms, not possessing
the knowledge to prevent contraction of the disease, or could possibly be attributed to a
family member continuously telling her the disease is not avoidable. These factors
determine an individual’s control over the questioned behavior. Therefore, Ajzen (1991)
proposed if an individual has the resources, the intention, the opportunity, and the belief
that he or she can achieve a specific behavior, his/her behavioral goal will be achieved.
Through the TPB, Ajzen (1991) introduced a new concept known as perceived behavioral
control that takes into account those perceived as well as actual controls of behavior.
Major Concepts of the TPB
Ajzen (1985) made the assumption that behavior is influenced by intention with
intentions being explained by attitudes and subjective norm and those attitudes and
subjective norm being explained by beliefs. Ultimately, behavior is explained by beliefs.
Each concept provides a continuum for behavior to beliefs. Therefore, to provide a
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thorough review of the TPB concepts, each major concept was individually addressed as
well as its relationship to the ultimate goal of behavioral performance.
Behavioral beliefs and attitude toward the behavior. Behavioral beliefs are
defined as, “those beliefs that underlie a person’s attitude toward the behavior” (Ajzen,
1985, p.14). Attitude toward the behavior is the individual’s personal evaluation of
factors, positive or negative, in performing the behavior (Ajzen, 1985). Attitude toward
the behavior is influenced by a person’s beliefs, behavioral beliefs. For instance, if an
individual has an attitude she will achieve the behavior, she will most likely succeed in
achieving the behavior. Likewise, if an individual has an attitude she will not be
successful in achieving a behavior she is more likely to fail. Because an individual’s
attitude toward the behavior is influenced by her personal beliefs, traditions, customs, and
culture are influential in their attitude toward the behavior. For example, being a male is
traditionally associated with strength and being a female is associated with nurturance
and weakness (Blaine, 2007). Historically, in American culture Caucasian men are the
primary beneficiaries of the societal hierarchy and are first on the communal ladder
(Hooks, 1981); whereas, Black women are the primary inheritors of the negative aspects
of the societal hierarchy and are last on the communal ladder — a position that generates
gender roles that are subservient, demonstrates powerlessness, and confines them to
being seen as inferior to all men (Blaine, 2007; Hooks, 1981). Moreover, today, hostile
sexism continues to espouse women are inferior to men, continually assigning Black
women to traditional, subordinate, and sexual object roles (Blaine, 2007). It is within
these traditional characteristics, being last on the societal hierarchy, nurturance, and
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weakness, that those negative gender roles of being an African American female are
founded (e.g., subordinate, inferior, sexual object).
To completely understand attitude toward the behavior, one must understand that
it is also founded on salient beliefs, which influence the amount of value individuals
place upon the behavior (Ajzen, 1985). For example, if a person, an African American
woman, believes wearing a condom (behavior) will prevent her from becoming infected
with HIV/AIDS, hinder the AIDS epidemic in African American communities, and
increase the lifespan of the African American population (outcomes), she is more likely
to engage in the use of condoms (behavior). This suggests attitude toward the behavior is
determined by an evaluation of the possible outcomes of the behavior and the strength of
the associations (Ajzen, 1985). Therefore, Ajzen (1985) emphasized it is a combination
of belief strength and outcome evaluation that predicts the person’s attitude toward the
behavior and it is through behavioral beliefs that a person’s intention is influenced by
ultimately producing a favorable or unfavorable attitude toward the behavior.
Normative beliefs and subjective norm. Normative beliefs are “the person’s
beliefs that specific individuals or groups think she should or should not perform the
behavior” (Ajzen, 1985, p.14). Subjective norms are those perceived social pressures the
individual experiences to perform or not to perform the behavior (Ajzen, 1985).
Subjective norm is influenced by a person’s beliefs, normative beliefs. For example, if an
individual perceives enthusiasm and support from other people to achieve a behavior, she
is more likely to achieve the behavior. Likewise, if an individual perceives a lack of
support from others to achieve a behavior, she is less likely to achieve the behavior. Yet
again, historical influences are instrumental in a person’s normative beliefs. For example,
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during slavery Black women were humiliated and often designated as sexually corrupt,
immoral, and promiscuous, aiding in the emergence of stereotypical views regarding their
sexual behavior (Hooks, 1981). No matter the African American woman’s behavior,
slave or free, stereotypical views have followed her throughout time and today, she
continues to struggle with many of those negative stereotypical views proposed by
American culture (Blaine, 2007; Hooks, 1981). African American women were
consistently reminded they would never be seen through the eyes of “white society” as
respectable women (Hooks, 1981). Moreover, because cultural stereotype beliefs are
transmitted through socializing agents (e.g., family, friends, and media) and are passed on
from one generation to the next (Blaine, 2007), they are slow to change. For example, the
stereotypical views of African American women have changed little since the 1930s
(Blaine, 2007).
Control beliefs and perceived behavioral control. The influence of deliberate
control is an individual’s belief of personal control or lack of control over behaviors
(Ajzen, 1985). To further assess these factors, Ajzen (1985) investigated those internal
factors such as personal attributes and characteristics needed to perform the behavior. For
example, individuals with the intention to use behaviors to prevent becoming infected
with HIV/AIDS may realize they lack the needed information, skills, or ability to do so.
Therefore, even though it is essential to assess intentions, it is also vital to assess the
amount of control the person has over the behavior. This lack of assessment was
demonstrated in the TRA that led to the concept that extended the TRA to the TPB —
perceived behavioral control.
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In the TPB, Ajzen (1985, 1991) introduced and later classified the concept of
behavioral expectation or perceived behavioral control, which is defined as the person’s
prediction of the ease or difficulty of performing a behavior and focus upon those nondeliberate factors associated with behavior. The link between perceived behavioral
control and actual behavior depends on the person’s belief about the amount of control
they have over the behavior and the actual amount of control they truly possessed (Ajzen,
1985).
Just as attitude toward the behavior and subjective norm are influenced by a
person’s belief, perceived behavioral control is influenced by control beliefs (Ajzen,
1991). Control beliefs are those factors that assist a person in coping with the presence or
absence of resources or opportunities (Ajzen, 1991). Individuals with a more favorable
perceived behavioral control are more likely to form intentions to perform a behavior,
more so than individuals who have an unfavorable perception (Ajzen, 1991). For
example, historically, it was a combination of race and gender, double oppression, that
altered the experience of Black womanhood in America (White, 1999). Because race, like
gender, is deeply-rooted within an individual’s visible physical characteristics serving as
a functional tool in organizing communal civilization (Blaine, 2007), African American
women lack behavioral control in their oppression. In fact, it was slavery that shaped all
subsequent relationships that African American women had within their families,
communities, and even among themselves (Collins, 2000). Those images applied to the
Black woman during slavery saturated the social structure of American culture and are
still considered natural or normal within certain domains of American beliefs (Collins,
2000). For instance, the Aunt Jemima on the syrup bottle, the preconceived notion of the
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welfare mom as an African American promiscuous woman, and the predetermined
ranking of the African American woman as being the most inferior of all genders are all
stereotypical views in today’s culture that remain fundamental in her oppression (Blaine,
2007; Collins, 2000; Hooks, 1981).
In American culture, gender serves as a form of cultural bias in which the man is
valued more and has more relationship power than the woman, resulting in discrimination
against women that extends into many areas of life (Blaine, 2007). Yet again, today, this
form of social control keeps African American women in a culturally assigned,
subordinate role while supporting whites and males, the dominating culture, and
discriminatory worldviews (Collins, 2000).
The race of the Black woman commanded her to be a slave and her gender
stipulated she be considered the least of all human beings (Blaine, 2007; Hooks, 1981;
White, 1999). Historically, African American women, a statistical majority group in the
US, have endured discrimination which includes a second-class status relative to men in
many domains of life including that of sexual intercourse when compared to Caucasians
(Blaine, 2007; Hooks, 1981). Today, modern forms of sexism persist and traditional
views are maintained, treating African American women as inferior sexual objects to be
controlled (Blaine, 2007). Moreover, such views are not only condoned by men but, are
also endorsed by women including African American women (Blaine, 2007).
Perceived behavioral control can influence behavior directly (Ajzen, 1991). This
suggestion is based on the notion that perceived behavioral control is interlinked with an
individual’s plan. When individuals develop a plan, they also develop a series of
intentions to be accomplished. Using the condom example again, an individual may have
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a plan of using condoms with every sexual encounter. However, to accomplish this plan,
purchasing the condoms, placing the condoms in their wallet or purse, having condoms
readily available, and having a mate willing to use the condom when sexual behavior
actually takes place must accompany their intentions.
Ajzen (1991) proposed that the relationship between perceived control and
behavioral performance was supported by Bandura’s Self Efficacy Theory (SET). Those
judgments that capture how well people will respond to situations reflect the concept of
perceived self-efficacy (Bandura, 1977, 1982). Research revealed that behavior is
strongly influenced by confidence to achieve the behavior (Bandura, 1982). Likewise,
perceived behavioral control in combination with behavioral intention, strongly predicts
behavioral achievement through an individual’s favorable or unfavorable perception of
the behavior (Ajzen, 1991). Generally, the more favorable the attitude and subjective
norm and the greater perceived control, the more resilient the individual’s intention is to
achieve the desired behavior (Ajzen, 1991).
Intention. Another major concept of the TPB is that of a person’s intention.
Intention is defined as “those factors that capture the motivational factors that influence a
behavior” (Ajzen, 1991, p.181). According to the TPB, a person’s intention is influenced
by two factors: their personal view of achieving the behavior (attitude) and their
perception of the view of others in achieving the behavior (subjective norm) (Ajzen,
1985). In other words, intention is an indicator of how much effort a person is willing to
exert in achieving the behavior (Ajzen, 1991). Ajzen (1991) emphasized the stronger the
intention, the more likely the behavior in question will be achieved. For example, if Jane
Doe’s intention (motivation) to avoid HIV/AIDS includes a personal desire to live a
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healthy and long-lasting life; her belief that her mother, husband, and children want her to
live a prolonged life; and her desire for no other African American woman to experience
the turmoil her niece experienced prior to succumbing to AIDS, she is more likely to
avoid HIV/AIDS infection. Jane Doe will be influenced by this combination of factors to
achieve her behavior (effort), which ultimately produces stronger intention. However, if
intention predicts an individual’s attempts of performing a behavior yet neglects to
predict completion of the behavioral goal, as the TPB emphasizes, it is likely due to
factors beyond the individual’s control (Ajzen, 1985). For example, if Jane Doe does not
successfully avoid HIV/AIDS, it is not due to her intentions; it is likely due to an obstacle
that she has little control over, such as her finances to purchase condoms, her lack of
knowledge concerning effective disease preventive methods, or her inability to get her
partner to use a condom.
There are influences upon intentions which include changes in intention, time,
confidence, commitment, individual differences, long-range prediction, and deliberate
control. Intentions may change with time, and while these changes may be due to the
passing of time itself, they may also depend on the surfacing of new information (Ajzen,
1985). For example, despite an African American woman’s faithful condom use, she
becomes infected with a STI because others, her social network, change their opinion
about using condoms with every sexual encounter. In this example, behavioral intentions
are a better indicator of attempted behavior rather than actual behavior. Additionally,
although both attitude and subjective norm influence intention, they are not weighted
equally on intention (Ajzen, 1985). An example of this can be seen in people who are not
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influenced by what others think; subjective norm would have little influence on their
achievement of a behavior as best summarized by Ajzen (1985):
“Strictly speaking, intentions can only be expected to predict a person’s attempt to
perform a behavior, not necessarily its actual performance” (p.29).
Behavior. Collectively, the concepts of behavioral beliefs (attitude toward the
behavior), normative beliefs (subjective norm), control beliefs (perceived behavioral
control), and intentions lead to the final major concept of behavior, which Ajzen (1985)
defined as actions of well formulated plans. Nevertheless, after consideration of
perceived behavioral control, behavior was a difficult concept for researchers to define,
ultimately due to the fact it could be approached from many perspectives (Ajzen, 1991).
Ajzen (1985) approached the concept of behavior from a social and scientific perspective
that examined actions from many different views (i.e., attitudes, social influence, control
variables).
The TPB, African American Women, and Sexual Behavior
When discussing the TPB, it was essential to discuss the application of the theory
and its’ variables to African American women and factors associated with their sexual
behavior (see Figure 2).
Attitude. In the context of African American women and factors associated with
their sexual behavior, gender ratio imbalance beliefs and gender role beliefs were
regarded as attitude. Gender ratio imbalance beliefs were conceptualized as the African
American woman’s belief there are fewer African American men for intimate
relationships requiring her to comply with the African American man’s sexual behavior
(i.e., condom use) preferences. Gender role beliefs were defined as those traditional
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female role beliefs in today’s society, specifically, the African American woman placing
the care of others before the care of herself (Corneille, Zyzniewski, et al., 2008). In an
intimate relationship, these gender beliefs may influence the woman’s willingness to
exert her relationship power to influence her partner, particularly in the area of sexual
intimacy.
Figure 2. A Conceptual Model for the Theory of Planned Behavior and Sexual Behavior

a. Broken lines represent latent constructs.
b. Adapted from the Theory of Planned Behavior Ajzen (1985, 1991).
Subjective Norm. In this study, subjective norm was conceptualized as peer
perception. In the context of understanding African American women and factors
influencing their sexual behaviors, peer perception was conceptualized as the social
influence of what other African American women think of their sexual behavior,
specifically condom use. For example, if an African American woman perceived
antagonism and negativity from other African American women regarding risky sexual
behaviors and inconsistent or lack of condom use, she would have been more likely to
avoid such behaviors and, instead, use condoms consistently. Likewise, if the African
American woman perceived support and agreement from other African American women
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regarding inconsistent condom use behavior, she would have been more likely to engage
in such risky sexual behaviors and use condoms inconsistently.
Perceived Behavioral Control. Relationship power was seen as perceived
behavioral control. In the context of African American women and their sexual behavior,
relationship power was defined as the influential authority an African American woman
possesses in the negotiation, communication, and persuasion of her sexual partner to use
a condom. If she felt she had the power in the relationship, she was more willing to
discuss condom use or require condom use of her partner. Moreover, she would even set
the limitation that she would not participate in unprotected sex. That is, she put her needs
first and not that of others. Other evidence that an African American woman may
perceive that she holds power in the relationship may have been her plan to use condoms
consistently with every sexual encounter, to purchase condoms herself, and to have the
condoms readily available should sexual behavior may occur. Whether an African
American woman believes she had relationship power may be related to her gender ratio
imbalance and gender role beliefs.
Intention. In the context of African American women and their sexual behavior,
intention was conceptualized as the African American woman’s intent or desire related to
sexual behavior. Her intention could have been based on her desire to maintain a
relationship, desire for sexual intimacy, her partner’s desire for sexual intimacy, or her
desire to avoid HIV/AIDS infection. Intention was influenced by the strength, weak or
strong, of her gender ratio imbalance beliefs, gender role beliefs, peer perception of
behavior, and relationship power. Because intention represented the African American
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woman’s desires and intent for behavior, it was a latent construct and was not specifically
measured in this study.
Behavior. In the context of African American women and their sexual behavior,
behavior was conceptualized as the African American woman’s sexual behavior
specifically her condom use behavior. This could have been the use of a condom by her
partner, her use of a female condom, or her avoidance of risky sexual behaviors.
Strengths and Limitations of the Theory of Planned Behavior
The extensive use of TPB has revealed strengths and limitations in its application
to studying the sexual behaviors of women, in particular African American women. A
major strength of the model includes its past performance, which has effectively
evaluated its concepts (Albarracin, Fishbein, Johnson, & Muellerleile, 2001; Hyde &
White, 2009; Judson & Langdon, 2009; Kwan, Bray, & Ginis, 2009; McMillan et al.,
2008). Another strength is the theory’s inclusion of behaviors that an individual lacks
control, which makes it particularly useful in the current study when considering the
concept of relationship power (Albarracin et al., 2001; Judson & Langdon, 2009).
Moreover, the TPB takes into account the social influence of others (i.e., family, friends,
communities, society) (Manning, 2009). An additional strength of the model includes its
comprehensive development, which investigates behavioral, normative, and control
beliefs. Most important, the TPB offered a clear direction of its concepts, demonstrating
their collective association and linkage to behavior. These advantages contributed to the
current study in that the use of TPB enhanced the credibility of the study by effectively
evaluating those culturally sensitive variables and comprehensive associations concerning
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the sexual behavior of the African American woman. Nevertheless, the TPB is not
without shortcomings.
A limitation of the TPB is the complexity of the model, which requires separate
explorations of each concept and ultimately, their collective association. Another
limitation was the major concepts of the theory focus on explaining intentions but do not
take into account an individual’s emotions, which research has demonstrated are
influential in predicting health behaviors (i.e., condom use) (Dutta-Bergman, 2005).
Additionally, the TPB did not take into account the effect of cultural variables, such as
race and ethnicity nor did it account for gender. However, previous studies did offer
support to the TPB’s applicability across cultural and gender groups (Blanchard et al.,
2003; Blanchard et al., 2004; Godin et al., 1996; McMillian et al., 2008).
To effectively and consistently investigate the sexual behavior of African
American women, the TPB’s connectedness to this study and demonstrated cultural and
gender applicability in the population of interest supports its selection as the theoretical
foundation of this study.
The Theory Planned Behavior: Validation as the Theory of Choice
The TPB has been applied to numerous studies and research has confirmed
relationships between attitudes, subjective norms, and perceived behavioral control and
intention, and ultimately, behavior (Albarracin et al., 2001; Hyde & White, 2009; Judson
& Langdon, 2009; Kwan, Bray, & Ginis, 2009; McMillian et al., 2008). Perhaps, this is
why health care researchers have used the model time and time again in research
endeavors. To corroborate the TPB’s influential power and to validate its use in this
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study, this paper explored several recent research studies and their support of the theory’s
concepts.
Support for the Role of Beliefs
Hyde and White (2009) investigated TPB to understand the impact of beliefs on
organ donation. Behavioral and normative beliefs correlated with being registered to be
an organ donor (Hyde & White, 2009). Control beliefs were negatively correlated with
donation decision making; yet, it was a significant predictor for being registered (Hyde &
White, 2009). Given that control beliefs assist in coping with obstacles in achieving a
behavior, the study results were not surprising. The use of the TPB identified behavioral
and normative beliefs as consistent predictors of intention, which provided support for
the concept of beliefs.
Support for Perceived Behavioral Control and Behavior
Albarracin et al., 2001 performed a meta-analysis of 42 studies and 96 data sets
that determined condom use was influenced by perceived behavioral control. Perceived
behavioral control was strongly associated with past behavior, p = < .001 (.34 vs. .25)
and historical behavior influenced intentions (Albarracin et al., 2001), which
substantiated the concept of perceived behavioral control.
Judson and Langdon (2009) investigated the illicit use of prescription stimulants
among college students. Study measures included survey forms, a questionnaire, and
questions pertaining to the TPB in regards to attitude, subjective norms, and perceived
behavioral control towards the illicit use of drugs. The primary motivation for illicit drug
use was to improve concentration and mental alertness, and low perceived behavioral
control (Judson & Langdon, 2009). A low perceived behavioral control, perhaps, acted as
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rationalization for illicit drug use (Judson & Langdon, 2009). The students felt behavior
could not be performed at ease without stimulants (i.e., drug use). Results supported the
TPB and its concept of perceived behavioral control (Judson & Langdon, 2009).
Support for Predicting Intentions
A span of issues have addressed the prediction of intention in behaviors such as
physical activity (Kwan et al., 2009), online grocery buying (Hansen, Jensen, & Solgaard,
2004), social support for grieving people (Bath, 2009), attendance at screening programs
(Cooke & French, 2008), eating a healthy diet (Pawlak, Malinauskas, & Rivera, 2009),
and breastfeeding (McMillian et al., 2008).
McMillan et al. (2008) examined intention to breastfeed and subsequent
breastfeeding. Results revealed the main predictors of intention to breastfeed included a
positive attitude, high perceived behavioral control, high moral norms, and a strong
personal identity as a breast feeder. Collectively, these concepts explained 72% of the
variance regarding intention to breastfeed, which suggested intention was a significant
predictor of breastfeeding (McMillan et al., 2008), which supported the concept of
intention.
Kwan et al. (2009) investigated the prediction of physical activity among 212
first-year university students by investigating attitudes, subjective norms, perceived
behavioral control, intentions, physical activity behavior and past physical activity
behavior. Results revealed positive attitudes toward physical activity, perceived
capability to perform the physical activity, and strong intentions to become physically
active during their first-year of college (Kwan et al., 2009). Pearson’s correlation
analyses revealed a strong correlation between intentions and attitude, intentions and
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perceived behavioral control, and intentions and subjective norm. Perceived behavioral
control was moderately correlated with intention. Collectively, these findings supported
the concept of intention.
Summary
As should be clear from the foregoing, disproportionate statistics and limited
quantitative investigative endeavors underscored the need for tailored HIV/AIDS
preventive strategies related to the attitude (gender ratio imbalance beliefs and gender
role beliefs), subjective norm (peer perception), perceived behavioral control
(relationship power), intention, and behavior (sexual behavior and condom use) in
African American women. The influence of gender beliefs, peer perception, and
relationship power suggested a need for gender-based and culturally sensitive preventive
strategies to reach the African American woman, perhaps, revealing why current
preventive strategies were not enough to subdue the global HIV/AIDS pandemic in
African American women. It was anticipated that a collective investigation would prove
valuable for this purpose, reaping the rich rewards of effective preventive strategies that
are to be articulated in the daily preventive messages of health care professionals to
minimize, ultimately averting the fatal consequences of HIV/AIDS.

CHAPTER II
REVIEW OF LITERATURE
Researchers have long been interested in understanding why African American
women are disproportionately affected by the HIV/AIDS pandemic. The focal point of
this literature review is to provide a structured review regarding the TPB’s constructs and
variables while demonstrating how researchers, using various theoretical models and
study designs in recent studies, have attempted to understand the sexual behaviors of
African American women. Sexual behaviors, specifically condom use behavior, were
considered essential predictors of HIV/AIDS risk and were, therefore, essential in
discerning the core influence of the dissimilar rate of HIV/AIDS infections in African
American women.
The Influence of Gender and Culture
While those factors most commonly associated with HIV infection in African
American women have been clearly investigated, the influence of gender and culture
were not well studied concepts although research has revealed multiple dimensions of
both are instrumental in the sexual behavior of women (Bohnert & Latkin, 2009;
Bontempi, Eng, & Quinn, 2008; Corneille, Zyzniewski et al., 2008). The African
American woman faces a number of gender-based and culturally sensitive challenges,
including gender
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ratio imbalance beliefs, a female to male ratio imbalance in the African American
population with fewer African American men; gender role beliefs, the idea the African
American woman should care for others before caring for herself; peer perception, the
social influence of other African American women; and relationship power and its
unequal distribution. In view of this, previous research on selected dimensions of the
African American woman’s gender and culture deemed influential in her sexual behavior
are discussed.
Attitude Toward the Behavior
Gender ratio imbalance beliefs. In the United States, a gender ratio imbalance
among African American men and women exists. There is a shortage of African
American men (Bontempi et al., 2008; US Census Bureau, 2011, 2005). In fact, there are
91.4 African American men to every 100 African American women — the highest gender
ratio imbalance among all races (US Census Bureau, 2011, 2005). This gender ratio
imbalance is associated with many factors, including African American men
experiencing a higher number of incarcerations, higher morbidity, and higher mortality
rates (Bontempi et al., 2008). African American women are confronted with more
obstacles in refusing sexual intimacy, condom negotiation, and influencing their partners
because of power differentials stemming from the gender ratio imbalance (Jarama et al.,
2007). Moreover, the “shortage” of African American men in communities (Bontempi et
al., 2008) has been associated with the African American woman’s relationship power
and condom negotiation abilities (Corneille, Zyzniewski et al., 2008).
In a qualitative focus group study investigating 31 African American male and
female college students, one of the main consequences concerning the campus gender

29

ratio imbalance included female students complying with the male students’ condom use
preferences (Ferguson et al., 2006). Because the African American male was in greater
demand female students allowed him to decide their condom use behavior or forego
dating — relationship power was characterized by the gender ratio imbalance. Strengths
of this study included 1) this was the first to investigate the influence of the gender ratio
imbalance on HIV/AIDS-related risk behaviors, and, 2) four comparable focus groups
comprised the sample. Also, grounded theory methods were used to explore an area
where little was known (Ferguson et al., 2006). A study limitation was the
generalizability of the participants’ (e.g. teenagers) to African American women who are
in a different developmental stage of life.
Similarly, in a qualitative study of 36 African American women 40 to 64 years of
age, the theme of “Getting Caught Up” emerged from collected data and was based on
three factors associated with sexual behavior: shortage of men, reliance on men partners,
and sexual desire (Mallory, Harris, & Stampley, 2009). Most women in the study agreed
the shortage of African American men hindered their ability to avoid risky sexual
behavior (Mallory et al., 2009) and being in demand was associated with increased
relationship power among the men. Strengths of the study included the use of multiple
theoretical frameworks and a qualitative research design which included a consecutive
step-by-step process of four components: theoretical sampling, intensive interviewing
through which codes and categories were generated, and constant comparative analysis.
An additional strength of the study included the researcher identifying her roles as a
research tool and learner throughout the investigation (Currie, 2009). Also, through the
presentation of the themes analytical preciseness was demonstrated. Limitations of the
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study were the generalizability of the sample due to the participant’s limited geographic
diversity and omission of exclusion criteria that may have proven beneficial for future
research endeavors and study replication.
Although numerous qualitative studies have explored the sexual behavior of
African American women by investigating gender ratio imbalance beliefs, previously no
quantitative or qualitative study had examined the relationship among gender ratio
imbalance beliefs, relationship power and possible moderating role of relationship power
on sexual behavior (i.e., consistent condom use).
Gender role beliefs. Empirical research has demonstrated that the concealment of
a Black woman’s true feelings and the setting aside of her needs for others to promote a
reduction of conflict in her relationships (i.e., silencing the self), is highly related to the
prevention of HIV/AIDS from negotiating safe sex to letting others know what one needs
to advance self-care. The Theory of Silencing the Self (STS) (Jack, 1991) proposes
women often silence themselves as a mechanism to secure and maintain relationships and
to sustain adherence to the traditional female role. Tested and studied in HIV-infected
Black women for more than a decade (DeMarco, Johnsen et al., 2001; DeMarco,
Kendricks, Dolmo, Looby, & Rinne, 2009; DeMarco, Miller, Patsdaughter, Grindel, &
Chisholm, 1998), the theory of STS has demonstrated the concept “silencing the self”
applies to African American women who, in general put others first in their lives, do not
tell others their true feelings, and/or are outwardly compliant to how others feel they
should behave while feeling angry within (DeMarco, Johnsen, Fukuda, & Deffenbaugh,
2001). DeMarco, Kendricks et al. (2009) suggested that silencing the self in African
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American women can generate obstacles in safer sex negotiation in the context of barriers
to HIV/AIDS prevention and diagnosis.
Preliminary evidence has revealed gender role beliefs as an influential concept in
the sexual behavior of African American women (Corneille, Zyzniewski et al., 2008;
Jack, 1991). The traditional gender role of a woman in the US encourages her to care for
others, yet it promotes engagement in risky sexual behaviors in hope of maintaining the
relationship (Corneille, Zyzniewski et al., 2008). In an intimate relationship, gender role
beliefs may influence the African American woman’s willingness to exert her
relationship power to influence her partner, particularly in the area of sexual intimacy.
For instance, if an African American woman believes she would not marry because there
are few African American men, and that, as a woman, her role is to care for others,
specifically her partner, she may be less likely to insist that her partner wears a condom.
Even more, she may be less likely to initiate the conversation regarding condom use,
resulting in less consistent condom use behavior. Likewise, if an African American
woman did not believe the lack of African American men would decrease her likelihood
of marriage, and did not hold the traditional gender role belief that she must care for
others, but instead she placed the care of herself first, she would have been more likely to
be successful in achieving consistent condom use behavior.
Using the concepts of STS, the findings in a study of 325 African American
women 18 to 61 years of age, indicated that traditional gender role beliefs were
associated with a woman’s fear of potentially losing her relationship, which affected her
condom use behavior (Corneille, Zyzniewski et al., 2008). Strengths of the study included
the use of control variables, hierarchical multiple regression, and logistic regression.
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Control variables allowed the researcher to hold constant the effect of previously deemed
influential variables across all the groups so that the relationship between the independent
and dependent variables were effectively assessed. A limitation of the study included the
exclusion of a cohort analysis due to an unequal number of women (Corneille,
Zyzniewski et al., 2008).
An association among gender role beliefs and sexual behavior exists; however,
the extent of gender role beliefs regarding the African American woman’s sexual
behavior and its association to relationship power were not well studied concepts. Still,
these were concepts that may have been particularly relevant in achieving a genderbased, culturally sensitive perspective of why African American women engage in risky
sexual behaviors such as inconsistent condom use.
Subjective Norm
Peer perception. Previous research, primarily in adolescent and young adult
samples, has demonstrated peer perception as an influential concept in the achievement
of consistent condom use behavior (Crosby et al., 2003; Friedman et al., 2001; Raiford,
Wingood, & DiClemente, 2009). For example, if an African American woman perceived
antagonism and negativity from other African American women regarding her sexual
behaviors and inconsistent or lack of condom use, she was more likely to avoid such
behaviors and, instead, use condoms consistently. Likewise, if the African American
woman perceived support and agreement from other African American women regarding
inconsistent condom use behavior, she was more likely to engage in such behaviors and
use condoms inconsistently.
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In a sample of 279 African American and Latina young adults 18 to 24 years of
age, peer norms were a significant predictor of consistent condom use, suggesting
condom use was greater if peer norms supported the use of a condom (Friedman et al.,
2001). Consistent condom use was reported in 37% of the relationships for men and in
26% of the relationships for women — consistent condom use was more likely for men.
Strengths of the study included its sample size and use of face-to-face interviews, which
allowed exploration of the participant’s sociodemographic background, substance use,
and sexual networks. A limitation of the study included the participant self-report which,
possibly, introduced recall bias and affected the conclusions of the study (Burns &
Grove, 2005).
Similarly, in a quantitative study of 179 African American adolescent females, 14
to 18 years of age, peer perception of risky sexual behavior was significant in the
achievement of consistent condom use (Crosby et al., 2003). Strengths of the study
included a randomized sample and the strong reliability coefficients for each of the scale
measures. A limitation of the study included the generalizability to different
socioeconomic stratums. An additional limitation was the validity of the self-reported
measures (Crosby et al., 2003).
More recently, Raiford, DiClemente, and Wingood (2007) used a quantitative
study design with a sample of 308 African American women, 18 to 50 years of age,
finding that those who perceived their peers as always using condoms were two times
more likely to use condoms consistently. Strengths of the study included the
connectedness of the theoretical framework and the use of a stringent Cronbach alpha
level (p = < 0.05) to retain variables associated with consistent condom use.
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Although research has determined there is an association among peer perception
and sexual behavior, this has been mainly investigated in adolescent and young adult
samples (Crosby et al., 2003; Friedman et al., 2001) and may not apply to adult women
who are in different developmental stages of life.
Perceived Behavioral Control
Relationship power. For African American women, relationship power and
condom negotiation present a challenge related to her sexual behavior (Bird & Harvey,
2001). Numerous studies have examined relationship power and condom negotiation
among African Americans (Bird & Harvey, 2001; Bogart & Thorburn, 2005; Bruhin,
2003; Corneille, Tademy et al., 2008; Ferguson et al., 2006; Harvey et al., 2002; Jackson
& Pittiglio, 2012; Pulerwitz et al., 2000; Wingood & DiClemente, 2000) and their
influence in sexual behavior. Although condom negotiation has been found to be a
difficult task for women, condom use is greater among those women who decide about
condom use when compared to those women who let their partner make the decision
(Harvey et al., 2002). In couples, 18 to 30 years of age, the man had greater relationship
power in all cases (Bruhin, 2003), but those women who perceived they had more
relationship power demonstrated more consistent condom use (Pulerwitz et al., 2000).
However, in a sample of 33 African American women, those women who believed in
condom use did not always have the power to exert control over condom use (Jackson &
Pittiglio, 2012).
In a study of 112 women of which 54.5% were African American, those who
perceived more power in the relationship found it easier to employ more influence over
sexual decision-making and negotiate the terms of their sexual relationship (Harvey et al.,
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2002). Relationship power included making the decision to use a condom and to have
sex, and deciding the type of sexual intimacy in their relationship (Harvey et al., 2002).
Only 24% of the women reported using a condom always or most of the time with their
partner. A strength of the study was its focus on women because relationship power was
hypothesized to influence the sexual behavior of females. A limitation of the study was
the measurement of relationship power, which did not have the capability to predict
condom use. Another limitation was the selection of participants. The female participants
had to ask their partner to participate in an interview, which may have inadvertently
selected women within more egalitarian relationships and, perhaps, introduced selection
bias (Burns & Grove, 2005). Last, those cross-sectional associations identified by the
study cannot be interpreted as causal.
Ferguson et al.’s study (2006) with a sample of 31 African American college
students found that females were unfavorably affected by an imbalance of relationship
power because of the campus gender ratio imbalance. Unfavorable consequences
included men having multiple female partners, women choosing not to date at all, women
accepting being one of many partners, and compliance with the men’s condom use
preferences (Ferguson et al., 2006). Simply stated, relationship power exemplified by the
gender ratio imbalance adversely affected the sexual behavior of women.
Additional Factors Associated with Risky Sexual Behavior
African Americans are more likely to engage in risky sexual behaviors than other
racial groups (Myers, Javanbakht, Martinez, & Obediah, 2003). Risky sexual behaviors,
specifically inconsistent condom use behavior, is considered an essential predictor of
HIV/AIDS risk. Studies have identified those factors most frequently associated with
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risky sexual behaviors among the African American population including inconsistent
condom use, substance abuse, multiple partners, history of a STI, socioeconomic status
(SES), educational attainment, and psychological distress (Bralock & Koniak-Griffin,
2007; Jarama et al., 2007; Mallory et al., 2009; Moreno, El-Bassel, & Morrill, 2007;
Myers et al., 2003; Okwumabua, Glover, Bolden, & Edwards, 2001; Perrino, Fernandez,
Bowen, & Arheart, 2006; Shisana, Rice, Zungu, & Zuma, 2010). Browne, Clubb, Wang,
and Wagner (2009) investigated risky sexual behaviors (i.e., consistent condom use,
multiple sexual partners, history of STIs, and type of sexual behavior engagement) in a
sample of 1837 African American men, 17 to 19 years of age. Myers et al. (2003)
investigated risky sexual behaviors (i.e., HIV serostatus, sexual orientation, stress burden,
psychological resilience, and social support) in a sample of 502 African American men,
18 to 50 years of age. Robinson, Scheltema, and Cherry (2005) investigated risky sexual
behaviors (i.e., multiple partners and consistent condom use) in a sample of 163 lowincome, primarily African American women15 to 62 years of age. Because the majority
of research investigating the prevention of HIV/AIDS in African American women has
addressed factors associated with African Americans’ risky sexual behaviors (Whyte,
2005; Williams, Ekundayo, Udezulu, & Omisbakin, 2003), this background briefly
discussed several of those factors — factors that continue to serve as obstacles in the
avoidance of risky sexual behaviors among the group.
Multiple Partners and a History of STI
HIV is most often transmitted through sexual contact, and African American
women are the group most affected by heterosexual transmission of the disease (CDC,
2007; US Department of Health and Human Services, 2010; Whyte, 2005). Inconsistent
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condom use, multiple partners, and STIs increase the transmission of the virus (CDC,
2007; US Department of Health and Human Services, 2010) and because African
American women have been found to use condoms inconsistently and have a high rate of
STIs, with a higher number of multiple sexual partners when compared to Caucasian and
Latina women, they are at greater risk for contracting HIV/AIDS (US Department of
Health and Human Services, 2010).
In a quantitative study, a sample of 2,318 African American and Latina women,
Moreno et al. (2007) found African American women were 1.5 times more likely to
report five or more lifetime sexual partners, two or more sexual partners over the past
year, 2.5 times more likely to have a past history of a STI, and more likely to perceive
their partners as being risky when compared to Latina women. Strengths of the study
included the use of descriptive statistics (e.g., t-test, Chi-square, logistic regression),
which provided a bivariate comparison of the two racial groups, its large sample size, and
rigorous sample recruitment. A limitation of the study was the use of a non-random,
community based sample which limited the generalizability of study results and was,
perhaps, a threat to the study’s external validity (Burns & Grove, 2005). This limitation
could have been avoided by using a random sample design (Burns & Grove, 2005).
Similarly, in a quantitative, cross-sectional study of 115 heterosexual African
American female adolescents from 14 to 20 years of age, Bralock and Konaick-Griffin
(2007) found only 41.6% of the sexually active participants were using condoms 75% of
the time, with numerous participants reporting chlamydia (M = 13, SD = 10.3); human
papillomavirus (HPV) (M = 3, SD = 2.4); trichomonas (M = 2, SD = 1.6); and gonorrhea
(M = 1, SD = 0.8). Even more, 13.5% of the participants reported a second sexual partner
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over a three month period and 2.4% had a third sexual partner over a three month time
period (Bralock & Konaick-Griffin, 2007). Strengths of the study included the use of
multiple regression which demonstrated the association among those influential variables
and condom use behavior. One limitation was the study’s use of a cross-sectional design.
A longitudinal design would have allowed the researchers to address sexual behavior
(i.e., condom use) over time (Burns & Grove, 2005). Another limitation was sexual
behavior being measured by the use of a three month recall self-report, which caused the
accuracy of responses to be questionable and, perhaps, introduced recall bias (Burns &
Grove, 2005). Last, the small sample size was a limitation, which caused the
generalizability of the study’s results to be questionable and also increased the chances of
a Type II error (Burns & Grove, 2005).
Because heterosexual contact is the primary mode of transmission in women
(CDC, 2008), it is essential to delve into each participant of the sexual couple. In a
quantitative study with 175 African American women and 117 African American men,
62.6% of the participants used condoms inconsistently with 46.2% reporting consistent
condom use over the past three months, and 27.4% reporting inconsistent or no condom
use (Kogan et al., 2010). Strengths of the study included the sample population, all
African American, and adequate sample size. A study limitation was the cross-sectional
design which excluded the chronological sequence of risky sexual behavior and
protective variables. Additionally, risky sexual behavior was investigated through
participant recall, which caused the accuracy of responses to be questionable, perhaps,
because of recall bias (Burns & Grove, 2005).
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In a consensual qualitative focus group study influenced by the grounded theory
approach, a sample of 28 heterosexual African American men, ages 18 to 35 years,
reported an average of 37 lifetime partners with a range of sexual partners from one to
156 (Corneille, Tademy et al., 2008). A strength of the study was the purposeful
convenience sample, which included only African American men. Recruitment of the
men was obtained through the use of advertisements placed in flyers distributed
throughout the community setting by an African American male recruiter. This approach
for study participants demonstrated strength; entering the field to seek out participants is
common in grounded theory and it proved to be a practical and effective aid to theoretical
sampling (Currie, 2009). However, a limitation of the study, in the context of behavior
(i.e., consistent condom use), included the study addressing only male infidelity and not
relationship infidelity or female infidelity which were also possible explanations of
inconsistent condom use.
Socioeconomic Status
HIV prevalence is highest in the poorest populations of society (Shisana et al.,
2010), occurring disproportionately in African American women who possess multiple
risk factors with previous research revealing there is an association between poverty and
HIV/AIDS contraction (Okwumabua et al., 2001; Shisana et al., 2010; US Department of
Health and Human Services, 2010). Women who live alone have the lowest median
income of any type of household (US Department of Commerce and Economics Statistics
Administration, 2011). Moreover, women continue to experience higher poverty rates
with African American and Hispanic women more likely to be poor when compared to
White women (US Department of Commerce and Economics Statistics Administration,
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2011). In 2009, approximately 28% of African American women and 27% of Hispanic
women had incomes below the poverty line, compared to 11% of White women (US
Department of Commerce and Economics Statistics Administration, 2011). Simply
stated, African American women are more likely to have a low SES, no health insurance,
and poor health when compared to Caucasian women (Wiltshire, Person, Kiefe, &
Allison, 2009). One in every four African American women lives in poverty, which has
been strongly linked to HIV risk (US Department of Health and Human Services, 2010).
Using a qualitative focus group design with a sample of 36 low-income African
American women and men, Okwumabua et al. (2001) found there was a higher rate of
syphilis and HIV among African Americans living in poverty, which created barriers in
HIV preventive efforts. Participants’ emphasized poverty was a barrier to safe sexual
behavior, specifically consistent condom use, which included the African American
woman’s inability to afford the costs of purchasing condoms and HIV testing. Strengths
of the study included the explicit inclusion and exclusion criteria, the researcher’s
justification for using a qualitative design, and the woman’s ability to speak of her lived
experiences rather than preconceived notions being imposed upon her.
Similarly, Shisana et al., (2010), using a quantitative design, found there was a
link among HIV, poverty, and women in South Africa suggesting the sexual behavior of
women may be influenced by poverty. In a sample of 10,057 women and 6,338 men,
women participants were more likely to live in poverty. Those women who identified
themselves as head of household, those without enough food to eat, and those without
cash income were more likely to be infected with HIV when compared to those women
who had never experienced similar poverty related issues. Study results demonstrated
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gender and social status influenced HIV risk. Strengths of the study included its large and
adequate sample size. Limitations included the lack of a theoretical framework with no
consideration to the possibility that HIV risk is greater among the underprivileged
secondary to the economic challenges of the disease. Additionally, because no reliability
or validity of instruments was reported, the credibility of the study results is questionable
(Burns & Grove, 2005).
Educational Attainment
Educational attainment is another factor that has been associated with the sexual
behavior of African American women (Moreno et al., 2007; Shisana et al., 2010;
Williams et al., 2003). In 2007, educational attainment in Blacks was lower than that of
Hispanic Whites, Whites, and Asian groups (US Census Bureau, 2007). Even more, using
two previously mentioned studies, Shisana et al. (2010) found HIV was highest among
those women with limited education or no schooling and Moreno et al. (2007), in a
sample of 2,318 participants, found 41%-56% of African American and Latina women
had low educational attainment, less than a high school education.
In an exploratory study of 502 African American men, every one year increase in
education was associated with a reduction in risky sexual behavior (Myers et al., 2003).
Those African American men were more likely to engage in risky sexual behaviors, had
less education and were unemployed (Myers et al., 2003). Although this study was with
men, it is reasonable to propose that education would have a similar influence in African
American women. Nevertheless, because the sample population was African American
men, the generalizability of the study’s findings to women was questionable and
considered a limitation of the study.
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History of Abuse
Another factor associated with the sexual behavior of African American women is
a history of abuse (Jarama et al., 2007; Perrino et al., 2006). This includes all types of
abuse: emotional, physical, and sexual. African American women (29 per 1000
victimizations) experience significantly more intimate partner violence than White
women in the age group of 20-24 years (US Department of Justice, 2001).
Using a previously mentioned study which investigated HIV risk in a sample of
65 African American women, 64% reported a history of abuse (Jarama et al., 2007).
Similarly, in a cross-sectional study of 305 low-income African American women,
inconsistent condom use behavior was associated with the African American woman’s
history of abuse (emotional, physical, or sexual) (Perrino et al., 2006). Women with a
history of abuse were more likely to use condoms inconsistently when compared to those
women without a history of abuse. A strength of the study included the use of logistic
regression to examine associations between the independent variables (i.e., history of
physical, emotional, sexual abuse) and condom use. A limitation of the study was the use
of a cross-sectional survey that did not individually assess condom use attempts.
The aforementioned discussion supports the notion that African American women
when compared to women in general are at greater risk for contracting HIV/AIDS. Thus,
there was consistent evidence linking the number of partners, STIs, socioeconomic status,
educational attainment, and history of abuse with risky sexual behaviors. In this study,
the relationship among African American women, risky sexual behavior, and data on the
number of partners, STIs, income, education, and history of abuse was collected and used
for descriptive data of the sample.
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In summary, women with stronger relationship power have an increased
likelihood of consistent condom use behavior and the avoidance of risky sexual behaviors
(Pulerwitz et al., 2000). Nevertheless, previous research suggests that relationship power
is not a predictor of the avoidance of risky sexual behaviors for African American women
when compared to other ethnicities (Hoffman et al., 2008; Soler et al., 2000). It was these
inconsistencies in research findings that made evident the need to understand the role of
relationship power and its association to gender beliefs and sexual behavior in the
development of gender-based and culturally specific preventive strategies for African
American women.
Empirical research provided support that four factors (gender ratio imbalance,
gender role beliefs, peer perception, and relationship power) were associated with the
African American woman’s sexual behavior. While various research studies have
examined all of these factors individually, there was little or no empirical research that
focused on their collective associations, offering limited guidance in the development of
gender-based, culturally sensitive preventive strategies. For example, studies have
investigated the risky sexual behavior of African Americans and its association to the
gender ratio imbalance and gender role beliefs but, few have examined the association
among gender ratio imbalance and gender role beliefs and their association to relationship
power. Still, these are concepts that may be particularly relevant in achieving a better
understanding of the sexual behavior of African American women. Additionally, research
has determined that there is an association among peer perception and risky sexual
behavior but, this association may not apply to adult women who are in different
developmental stages of life. Further, there were inconsistencies in past research studies
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concerning the role of relationship power. To address this gap in knowledge, the current
study sought to collectively investigate those gender-based and culturally related factors
(i.e., gender ratio imbalance beliefs, gender role beliefs, peer perception, and relationship
power) deemed as influential in the African American woman’s sexual behavior. This
study was the first to collectively investigate the influence of these factors and their
combined effect on the sexual behavior (i.e., condom use) of African American women.

CHAPTER III
METHODOLOGY
In this chapter, the research design, sample, instruments, and methods for
instrument development in the study are presented. The subsections include the study
design, sample, sample recruitment, protection of human subjects, measures, and study
procedure instruments. A summarization of the chosen instruments is provided, including
their reliability, validity, scoring, and measuring. Additionally, a discussion of the
instruments’ association to the theoretical framework and how these congruencies form a
cohesive foundation are presented.
Study Design
A quantitative, prospective correlational study design based on the Theory of
Planned Behavior framework was used to investigate the relationship of 95 African
American women’s gender beliefs, specifically gender ratio imbalance beliefs, gender
role beliefs, peer perceptions of sexual behavior, and relationship power, on their sexual
behavior (i.e., risky sexual behaviors and condom use behavior), ultimately narrowing the
gap in literature regarding gender beliefs and risky sexual behavior. A convenience
sample of African American women completed an anonymous set of questionnaires
regarding gender beliefs, peer perception, relationship power, sexual behavior, and
condom use. In addition, sociodemographic data was collected from participants
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including their age, educational background, employment status, socioeconomic status,
number of sexual partners, and history of abuse.
Sample
Study participants were self-identified as African American, female, single,
heterosexual, and sexually active at data collection, with a maximum of 60 days since the
last episode of sexual intercourse. The African American women were representative of
African American women in the southeastern US, a population disproportionately
affected by HIV/AIDS. Inclusion criteria: Sample participants were US citizens of selfidentified African American lineage, female, 18 years of age or older, reporting
heterosexual intercourse activity in the past 60 days, and capable of speaking and reading
the English language. Exclusion criteria: Sample participants were excluded if married,
homosexual, bisexual, pregnant, or attempting to become pregnant.
Sample Recruitment
Recruitment efforts targeted a convenience sample from a two-year community
college, a university, and a community-based health department in a southwest Georgia
metropolitan city with a population of approximately 76,000. The use of three venues
was to maximize the possibility of achieving a diverse sample population. A convenience
sample approach was used to identify and recruit eligible participants with a target
sample of 95 participants. Sample size calculation was estimated from existing literature.
Using power calculations and Cohen’s effect size, an a priori sample size calculation was
estimated at (http://www.danielsoper.com/statcalc/calc01.aspx) using the Daniel Soper
statistics calculator. A power of .80, effect size of 0.15, 5 predictor variables, and an
alpha level of 0.05 were used to calculate sample size. Although effect size does not
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determine the significance level, it does estimate the strength of a relationship. Therefore,
to capture a small relationship among the study variables, an effect size of 0.15 was used
to assist in calculating sample size. Results recommended a minimum required sample
size of 91 study participants. A quota approach was used to guide the recruitment
process. The study’s goal was to recruit approximately 95 participants, approximately 32
participants from each venue. Because quota sampling mimics the known characteristics
of the target population, it ensured that the inclusionary characteristics of the target
population were present (Burns & Grove, 2005). This allowed the study to be specific to
African American women. In addition, quota sampling ensured that an adequate number
of participants were obtained for statistical analyses.
To maintain confidentiality and minimize distraction, at the two-year community
college, university, and community-based health department, a designated quiet, private
room with a door for privacy was used for completion of the questionnaires.
Procedure
Participants were actively recruited by being approached in the study venues by
the student investigator and research assistant and passively recruited via flyers and
posters (see Appendix A). Both recruiting methods informed the participants about their
opportunity to complete a one-time set of questionnaires concerning the gender role
beliefs (see Appendix B), gender ratio imbalance beliefs (see Appendix C), peer
perception (see Appendix D), relationship power (see Appendix E), sexual behavior (see
Appendix F), and condom use (see Appendix G) of African American women.
Participants were requested to complete a sociodemographic questionnaire (see Appendix
H). The flyers and posters specified that the participants’ participation was entirely
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voluntary and they would be offered compensation for their time, a $10 gift card.
Additionally, recruitment methods specified a date, time, and place for interested
volunteers to meet in person with the student investigator to participate. The student
investigator’s contact information was on all recruitment material.
All women approached who volunteered to participate were immediately ushered
into the allocated area of each study venue for an eligibility screening. The researcher
described the study to those women who met the eligibility criteria. The voluntary
participants read the informed consent form, were given the opportunity to have any
questions answered, and were asked to append their signature on the last page. If the
participant was unable to read the consent form or desired assistance, the researcher read
the consent form to them. After the informed consent session, the participants were given
the questionnaires for completion. A $10 gift card was provided to each participant to
thank them for their time, following completion of the survey.
Protection of Human Subjects
Every precautionary measure was taken to protect the participant’s identities and
participation in the study. Approval for the study was obtained from the Georgia State
University Institutional Review Board (IRB) in Atlanta, Georgia. Approval was also
obtained from the two-year community college, university, and community-based health
department. Once the participants voluntarily agreed to participate, they provided written
consent. The protection of confidentiality was outlined in the informed consent form
(Appendix I). The consent form included detailed information regarding the title,
purpose, benefits, potential risks of the study, participants’ rights for voluntary
participation, confidentiality, and the participant selection process. Each participant
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received a copy of the informed consent form which was reviewed and discussed with the
student investigator prior to the completion of the questionnaires. All information
received about participants was kept under lock and key in the researcher’s office
allocated at Darton College.
There were no identifiable risks to the participants in this study. Participants may
have experienced an inconvenience of time associated with their commitment in
completing the questionnaires. It was estimated the questionnaires would require
approximately 45 minutes to complete. Participants may have also experienced a sense of
uneasiness when completing the questionnaires, due to the sensitive nature of the
questions. Participants were informed they were not obligated to complete the study nor
did they have to disclose information they were not comfortable with sharing and if, at
any time during the completion of the questionnaires, they did not want to proceed, they
could stop and their survey would be destroyed.
Instruments
After completion of the informed consent, each participant was asked to complete
a set of questionnaires regarding their sexual behavior, condom use, gender ratio
imbalance beliefs, gender role beliefs, peer perception, relationship power, and
sociodemographic data. See Figure 3 for the conceptual model for the TPB and Sexual
Behavior with selected instruments.
Behavioral Outcomes. In terms of behavior, this study investigated two outcome
variables: sexual behavior and condom use.
Sexual Behavior. The Sexual Risk Scale (SRS) (DeHart & Birkimer, 1997) is a
38-item, Likert-type scale that consists of six sub-scales that may be used individually or
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collectively to measure an individual’s sexual behavior including their attitudes about
safe sex (13 items), normative beliefs (7 items), intention to practice safe sex (7 items),
expectations of risk (5 items), perceived susceptibility to HIV/AIDS (4 items), and
substance abuse (2 items) (DeHart & Birkimer, 1997). Items were scored on a 5-point
Likert-type scale where 1 = strongly disagree, 2 = disagree, 3 = undecided/neutral, 4 =
agree, and 5 = strongly agree. For each subscale as well as the final scale, there was
documented acceptable internal reliability, predictive validity, construct validity, and
internal consistency reliability with alpha coefficients ranging from .76 - .88. The final
scale had an alpha coefficient of .86. In a pilot study conducted for this study, the final
scale alpha coefficient was .86. The Cronbach alpha for this study was .88. Eighteen
items, item numbers 1, 6, 9, 11, 13, 16, 17, 19, 21, 23, 25, 27, 29, 30, 31, 35, 37, and 38,
were reverse coded. Items were summed with a total score ranging from 38-190 with
higher scores representing a more positive attitude toward sex, greater normative beliefs
toward safe sex, greater perceived susceptibility to HIV, greater substance abuse, greater
expectations to practice safe sex, and greater intentions to practice safe sex.
The SRS in other studies supported its selection for this study. In previous
research, scale dimension accounted for approximately one fifth of the variance in
condom use and 40% of the variance concerning intention to practice safe sex. In fact,
“intention to try” was used to predict risk behavior (DeHart & Birkimer, 1997).
Additionally, the SRS supported the finding that gender norms are influential in the
sexual decision making behaviors of women (DeHart & Birkimer, 1997), which was a
major assumption of this study. Therefore, the SRS was chosen to measure the outcome
variable of sexual behavior.
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Figure 3. A Conceptual Model for the Theory of Planned Behavior and Sexual Behavior
and Selected Instruments in African American Women.

a. Broken lines represent latent constructs.
b. Adapted from the Theory of Planned Behavior Ajzen (1985, 1991).
A major advantage of using the SRS included its ability to measure collectively
multiple constructs related the study’s theoretical foundation and sexual behavior (i.e.,
intention and safer sexual behavior) (DeHart & Birkimer, 1997). Another advantage
included the SRS focus on condom use from a HIV prevention perspective rather than a
contraception one. Additionally, the SRS provided a concise global measure of attitudes
and constructs that were similar to the TPB theoretical model. The SRS was not without
disadvantages. A disadvantage of the SRS was its assumption that the measurement of
perceived susceptibility to HIV is a successor rather than a predecessor of sexual
behavior (DeHart & Birkimer, 1997). Nevertheless, because this study did not investigate
the susceptibility of participants but sexual behavior itself, this was not a study limitation.
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Gender Beliefs Sexual Behavior.
Condom Use. Condom use behavior in the context of this study was
conceptualized as the African American woman’s maintenance of consistent condom use
behavior, whether it was the use of a condom by her partner or her use of a female
condom. Condom use was measured by rating condom use behavior on a 5-point Likerttype scale (1 = never, 2 = 25% of the time, 3 = 50% of the time, 4 = 75% of the time, and
5 = always). Rating condom use supported the definition of condom use behavior as it is
defined in the study. This association was demonstrated through the measurement of
actual condom use behavior. Additionally, through previous research, rating condom use
was demonstrated as an effective instrument of measure among women (Edwards &
Barber, 2010; Shai, Jewkes, Levin, Dunkle, & Nduna, 2010). An advantage of rating
condom use behavior included the provision of information only about the condom use
behavior relative to the respondents’ recent sexual behavior. Another major advantage of
rating condom use was the benefit of quantitative, descriptive information. Because the
concept of behavior was conceptualized as the African American woman’s condom use
behavior and not the number of condoms used, rating condom use was chosen to measure
condom use behavior in this study.
Independent Variables
This study investigated three independent constructs: attitude, subjective norm,
and perceived behavioral control. These constructs were measured using the following
instruments: Attitude - Gender Role Beliefs Scale (GRBS) and the Gender Ratio
Imbalance Beliefs and Behaviors Scale (GRIBBS); Subjective Norm- the Peer Norms
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Scale (PNS); and, Perceived Behavioral Control - the Sexual Relationship Power Scale
(SRPS).
Attitude. Two variables related to attitude were measured in the study: gender role
beliefs and gender ratio imbalance beliefs. To measure gender role beliefs, the Gender
Role Beliefs Scale (GRBS) was used and to measure gender ratio imbalance beliefs, the
newly developed the Gender Ratio Imbalance Beliefs and Behaviors Scale (GRIBBS)
was used.
Gender role beliefs. The GRBS is a 20-item psychometrically strong scale
designed to measure gender role attitudes, feminism, and self-reports of gender role
ideology used to examine beliefs concerning appropriate behavior for men and women
(Kerr & Holden, 1996). Items were scored on a 7-point scale (1 = strongly agree, 2 =
agree, 3 = somewhat agree, 4 = undecided, 5 = somewhat disagree, 6 = disagree, and 7 =
strongly disagree). Six items, item numbers 2, 3, 7, 10, 12, and 17, were reverse coded.
Item selection procedures included item-total correlations, item-criterion validity, itemgroup discrimination, and item-goodness. Those items with the highest composite
goodness scores were chosen to make up the scale. Total scores ranged from 20 to 140
with higher scores indicating feminist responding. The GRBS has an alpha coefficient of
.83 through initial testing and .86 through test-retesting which supported the replicable
stability and internal consistency of the scale (Kerr & Holden, 1996). The Cronbach
alpha for this study was .71.
The GRBS demonstrated consistency with the variable of attitude as defined by
the study. For example, in this study gender role beliefs were defined as those traditional
female role beliefs in today’s society, specifically that a woman places the care of others
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before the care of herself (Firestone & Robinson, 1996; Perrone, Wright, & Jackson,
2009). The GRBS differentiates that gender role ideology is concerned with prescriptive
beliefs about gender roles and not gender stereotypes — descriptive beliefs, supporting
how the variable was being defined. As a result, the GRBS was used to measure gender
role beliefs in the study.
Advantages of the GRBS included its’ strong internal consistency and test–retest
reliability; conciseness, three to five minutes to complete; and its ability to specifically
measure the gender role ideology of women. The GRBS is a collage of earlier scales,
including the Attitude toward Women Scale (AWS), designed to assess gender role.
Gender ratio imbalance beliefs. Although there is a substantial amount of literature on
gender ratio imbalance beliefs (Bontempi et al., 2008; Corneille, Zyzniewski et al., 2008;
Ferguson et al., 2006; Jarama et al., 2007; Mallory et al., 2009), little research has
focused on an instrument designed to measure the variable. As a result, gender ratio
imbalance beliefs were measured using the Gender Ratio Imbalance Beliefs and
Behaviors Scale (GRIBBS), a 20-item scale, newly developed by the researcher, designed
to measure gender ratio imbalance beliefs and gender ratio imbalance beliefs influenced
sexual behavior in women. The GRIBBS has two independent subscales: The Gender Ratio
Imbalance Beliefs Subscale (GRIBeliefs) [10 items], item numbers 1, 2, 3, 4, 5, 10, 11, 12,
13, and 19, which evaluated the gender ratio imbalance beliefs in women and the Gender
Ratio Imbalance Behaviors Subscale (GRIBehaviors) [10 items], item numbers 6, 7, 8, 9,
14, 15, 16, 17, 18, and 20, which evaluated the impact of those gender ratio imbalance
beliefs on condom use and safer sexual behavior. Items 8, 9, and 15 in the GRIBehaviors
Scale were reversed scored.
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The GRIBBS examined a woman’s gender ratio imbalance beliefs and the effects
of those beliefs on her sexual decision making behavior. Items were scored on a 5-point
Likert scale (1 = strongly disagree, 2 = disagree, 3 = somewhat agree, 4 = agree, and 5 =
strongly agree). For the GRIBeliefs and GRIBehaviors total summed scores ranged from
10 to 50. Higher scores were indicative of higher gender ratio imbalance beliefs
suggesting that the discrepancy of genders influences choices made about safer sex
behavior. Three items, item numbers 7, 8, and 15, where the high score represented low
gender ratio imbalance beliefs indicating that the discrepancy of genders influences
choices made about safer sex behavior were reverse scored. Items of a high score
represented high gender ratio imbalance beliefs and gender ratio imbalance beliefs
influenced sexual behavior. The sequence for instrument development included writing
20 items in the content domain derived from literature and based on the clinical expertise
of the investigator. To obtain evidence of content validity two experts in HIV/AIDS
research, African American women studies, and measurement reviewed the items and
rated the relevance of each item with the definition of gender ratio imbalance provided.
The experts evaluated the quality of the overall format of the questionnaire, the
complexity of the items, and proposed deletion of items including a rationale for their
omission. Items were assessed for their clarity, congruence with the objectives and
theoretical framework of the study, sufficiency in representation of the content, and
specificity to the objectives of the measure. The experts evaluated the relevance of the
items to the intent of the scale and to the study’s objectives and theoretical framework for
the purpose of computing a content validity index (CVI) for the scale. A relevancy scale
based on a 4-point Likert-type scale ranging from 1 = not relevant, 2 = somewhat
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relevant, 3 = quite relevant, and 4 = very relevant (Waltz, Strickland, & Lenz, 2005) was
provided to the experts. A CVI was computed based on the relevancy ratings of the
experts to quantify the extent of agreement between the experts on their ratings of the
items (Waltz et al., 2005). The desired CVI for the GRIBBS was .90 or higher. After
expert review and modification, an acceptable CVI of 1.0 was obtained.
A pilot study was conducted in a sample of ten women, 21 to 60 years of age, to
evaluate the GRIBBS, establish an initial alpha coefficient for the instrument, and assist
in determining if there would be any issues with understanding or completing the
instrument for participants. Pilot study results revealed an initial alpha coefficient for the
GRIBBS of .71, GRIBeliefs of .82, and GRIBehaviors of .56. The small sample size may
have been influential in the GRIBehaviors alpha coefficient. This study revealed a
Cronbach alpha coefficient for the GRIBBS of .27, GRIBeliefs of .76, and GRIBehaviors
of .04. The GRIBehaviors consists of 10 items and skewed scores which is not unusual
for short scales.
The GRIBBS was specifically developed to investigate the attitude and behavior
of the African American woman about the gender ratio imbalance beliefs. This was a
major advantage of the scale.
Subjective Norm. A literature review search concerning the social influence,
specifically of one’s peers, on sexual behavior revealed quantitative instruments of
measure are limited. In fact, more recent studies addressing the social influence of peers
on sexual behavior utilized a qualitative (Lewis, Lee, Patrick, & Fossos, 2007; Potard,
Courtois, & Rusch, 2008) or dichotomizing (Lewis, Melton, Succop, & Rosenthal, 2000)
approach in measuring the variable. Therefore, dichotomizing peer perception and one
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quantitative instrument, the Peer Norms Scale (PNS), were reviewed as possible
instruments of measure for the variable of peer perception of sexual behavior.
The PNS is a 4-item scale designed to measure peer norms regarding condom use
behavior. Items were scored on a 4-point Likert-type scale (1 = strongly disagree, 2 =
disagree, 3 = agree, and 4 = strongly agree). The score was summed with a total score
range from 4 to 16. Higher scores were indicative of greater condom use norms. Initial
testing of the PNS revealed an alpha coefficient of .75 and .71 with retesting, supporting
the replicable stability and internal consistency of the scale (Choi, Coates, Catania, Lew,
& Chow, 1995). The Cronbach alpha for this study was .76. The PNS has proven to be a
reliable scale in the measurement of the perceptions of peer values about abstinence,
sexual activity, and condom use behavior.
The PNS demonstrated congruency with the concept of subjective norm. In the
study, subjective norm was conceptualized as the social influence of what other African
American women think regarding sexual behavior, specifically consistent condom use.
The PNS specifically measured the perceptions of peer values concerning condom use
behavior (Choi et al., 1995).
Advantages of using the PNS include its brevity, established reliability, and its
ability to provide perspectives on the magnitude of social influence by assessing the
extent to which a peer association impacts sexual decision making behavior (i.e., condom
use). The PNS has demonstrated its validity in the African American homosexual male
population and adolescents (Bakeman & Peterson, 2007; Brown et al., 2008; Peterson &
Bakeman, 2006). Nevertheless, because the PNS has addressed the social influence of
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one’s peers concerning sexual behavior, specifically consistent condom use, it was
chosen as the instrument of measure for peer norms in the study.
Perceived Behavioral Control. In the study, the Sexual Relationship Power Scale
(SRPS) was chosen to measure the variable of perceived behavioral control (relationship
power). The SRPS is a 23- item scale developed from previous research studies on
relationship power that addressed safer sex negotiation, consistent condom use, and
gender-based power issues (Pulerwitz et al., 2000). Items were scored on a 4 point Likert
scale (1 = strongly agree, 2 = agree, 3 = disagree, and 4 = strongly disagree). Higher
scores were indicative of high relationship power. The SRPS demonstrated acceptable
predictive, construct validity, and internal reliability with an alpha coefficient = .84 for
English version, .88 for Spanish version. The Cronbach alpha for this study was .84. The
SRPS consisted of two sub-scales, Relationship Control (15 items) and Decision-Making
Dominance (8 items), which may be used individually or combined. Scores for the two
scales were calculated separately and then combined into the SRPS. Factor analyses were
conducted to determine the subscales. The entire scale was used in this study because
when the variable of interest is relationship power, as in this study, the use of the full
scale is recommended (Pulerwitz et al., 2000).
Perceived behavioral control was conceptualized as the African American
woman’s perceived power and influence in the relationship: relationship power. This was
the influential authority the African American woman possess, assisting her in the
negotiation, communication, and persuasion of her sexual partner to use a condom. The
SRPS explicitly addressed each concept defined by the variable including sex
negotiation, consistent condom use, and power issues (Pulerwitz et al., 2000). Therefore,
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the SRPS was chosen to measure the concept of perceived behavioral control in the
study.
There were multiple advantages of using the SRPS including its strong predictive
validity and internal consistency; it was more relevant in women than men; it was
explicitly designed to test relationship power in sexual relationships; it investigated the
role of relationship power in sexual decision making and HIV risk; and it was inversely
associated with physical violence and directly associated with consistent condom use (p <
.01), which was defined as always using a condom (Pulerwitz et al., 2000). The SRPS
was one of few assessment tools that comprehensively measured relationship power.
Still, certain disadvantages of the SRPS were highlighted. The SRPS was initially tested
and validated in women; however, the group consisted mostly of Latina women, which
may have limited the instruments generalizability to African American women. Also, the
SRPS may have limited usefulness in married/cohabitating couples because items that
applied to this populace were deliberately avoided in the scale (Pulerwitz et al., 2000).
Nevertheless, the scale proved its effectiveness in other populations including that of
African American women (Amaro et al., 2007; Campbell et al., 2009). Attributable to the
multiple advantages of the SRPS, the English-language version of the scale was chosen to
measure perceived behavioral control (relationship power) in the study.
Intention. Intention, an immediate determinant of condom use and an outcome
variable in the study, in the context of understanding the sexual behaviors of African
American women, was conceptualized as the African American woman’s intent or desire
of sexual behavior which was proposed to be influenced by the magnitude of her gender
ratio imbalance beliefs, gender role beliefs, peer perception of sexual behavior, and
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relationship power. In the study, intention represented a latent variable and was measured
within the context of behavior (i.e., sexual behavior and condom use), which as presented
earlier was measured through the use of a scale rating.
Sociodemographic Data. Each participant was asked to complete a 3 to 5 minute
7- item demographic questionnaire consisting of their age in years, educational level, and
employment status, and average annual income, number of sexual partners, STI history,
and history of abuse.
In summary, multiple instruments were chosen to measure the variables of the
study (see Table 1). It is essential to mention, each instrument measured the variable as
defined by the study, which demonstrated congruency with the theoretical framework.
Additionally, each instrument had established reliability and validity coefficients.
Data Analysis
Data was analyzed and interpreted using SPSS version 18 statistical software
package. Missing and abnormal cases were addressed using standardized procedures.
Descriptive statistics were examined to characterize the sample in terms of sociodemographic characteristics and theoretical variables. Data was summarized using
frequency distributions. The mean, mode, median, standard deviations, and skewness
were evaluated to obtain a sense of data patterns. After examining the normality of data
by measures of central tendency, histograms, boxplots, and normality stats including
Kolmogorov-Smirnov and Shapiro Wilks tests, Pearson or product-moment correlation
were used to examine relationships among sample characteristics gender ratio imbalance
beliefs, gender role beliefs, peer perception, relationship power, sexual behaviors, and
condom use in African American women. Questions 1, 2, 3, 4, 5, 6, and 7 were addressed
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using parametric (Pearson Product Moment Correlation) as appropriate. Questions 8 and
9 were addressed using logistic regression. Gender role and gender ratio imbalance
beliefs (GRBS, GRIBBS), peer perception of the importance of condom use (PNS), and
relationship power (SRPS) were entered into the logistic regression to identify the
independent contribution of each factor associated with the sexual behavior and condom
use of African American women. Question 10 was addressed using Barron and Kenney’s
proposed method of mediator distinction. A bivariate analysis and multi-step regression
was performed and if a relationship existed among the variables, three regression
equations were examined: (1) regressing relationship power on gender beliefs; (2)
regressing sexual behavior on gender beliefs; and (3) regressing sexual behavior on
gender beliefs and relationship power (Barron & Kenny, 1986). Separate coefficients for
each regression equation were tested.
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Table 1.
Instruments for Measuring the Sexual Decision Making Behavior of Women
Constructs/
Variables
Behavior
(Sexual
Behaviors)

Instruments/Measures/
Source

The Sexual Risk
Scale (SRS)

Data about greater
intentions to
practice safe sex

DeHart & Birkimer,
1997



Behavior
(Sexual
Behaviors)

Attitude (Gender
Ratio Imbalance
Beliefs)







Subscales
Six Subscales:

Attitudes about
Safe Sex

Normative
Beliefs

Intention to
Practice Safe
Sex

Expectations
of Risk
Perceived
Susceptibility
to HIV/AIDS

Substance
Abuse

Questionnaire- 10
items
(5- 7 minutes)

Not Applicable

Scale rating
Data about condom use
with male partner

Question- 1 item
(1 minute)

Not Applicable

Gender Ratio Imbalance
Beliefs and Behaviors
Scale (GRIBBS),
GRIBeliefs
Data about the
influential effects gender
ratio imbalance beliefs

Questionnaire- 9
items
(5-7 minutes)



Behavior
(Condom Use)

# of items/time for
completion
Questionnaire- 38
items
(15-20 minutes)

Gender Ratio
Imbalance Beliefs
and Behaviors Scale
(GRIBBS),
GRIBehaviors
subscale
Data about the
influential effects
gender ratio beliefs
have on sexual
behavior and
consistent condom
use

Measurement of
Items/Scoring
Likert-type scale
Total scoring
range from 38-190

Likert-type scale

Populations of
Use
African
American
women, White,
Hispanic,
undergraduate
male & female
students, and
adolescents

Reliability/Validity

Not Applicable

To be computed

Subscales have an
alpha coefficient
ranging .76-.88
Final scale has an
alpha coefficient of .86

Total scoring
range from 9-45

Likert-type scale
Not Applicable

Not Applicable

Likert-type scale
Total scoring
range from 9- 45

African
American
females and
adolescents
Not Applicable

Not Applicable

To be computed
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Constructs/
Variables

Instruments/Measures/
Source

# of items/time for
completion

Subscales

Measurement of
Items/Scoring

Populations of
Use

Attitude (Gender
Role Beliefs)



Questionnaire- 20
items
(3-5 minutes)

Not Applicable

Likert-type scale

White
European,
White
North
American,
Asian, and
White Latin
Americans





Subjective Norm
(Peer Perception
of Consistent
Condom Use
Behavior)




Perceived
Behavioral
Control
(Relationship
Power)









Gender Role Beliefs
Scale (GRBS)
Data about gender role
attitudes, feminism, and
self-reports of gender
role ideology
Kerr & Holden, 1996

Total scoring
range from 20-140

Peer Norms Scale (PNS)
Data about peer norms
of consistent condom use
Choi, Coates, Catania,
Lew, & Chow, 1995

Questionnaire- 4
items
(2-3 minutes)

Not Applicable

Sexual Relationship
Power Scale (SRPS)
Data about safer sex
negotiation which
includes communication,
consistent condom use,
and gender-based power
issues
Pulerwitz, Gortmaker, &
DeJong, 2000

Questionnaire- 23
items
(7-10 minutes)

Two subscales:

Relationship
Control

DecisionMaking
Dominance

Likert-type scale
Total scoring
range from 4-16

Likert scale
Total scoring
range from 23-92

Undergraduate
students (male
& female)
African
American
homosexual/bis
exual men,
Adolescents
(male &
female)
African
American,
Black,
Hispanic, &
White women

Reliability/Validity

Final scale has an
alpha coefficient of .89

Final scale has an
alpha coefficient of .75

Final scale (English
version) has an alpha
coefficient of .88

CHAPTER IV
RESULTS
This chapter describes the characteristics of the sample and presents the results
and interpretation of these results. A description of the sociodemographic characteristics
and sexual behaviors of the sample are presented. This is followed by internal
consistency reliability assessments of the instruments and interpretation of the results.
Characteristics of the Sample
Ninety-five participants met the inclusionary criteria for the study. This could be
attributable to the fact that the criteria were on recruitment material and explained during
all recruitment sessions. All of the participants were between 18 and 61 years of age,
involved in sexually active heterosexual relationships, willing to answer questions
regarding their sexual behavior beliefs and practices, and voluntarily consented to
participate in the study.
The participants were college students and women who received healthcare
services from a public health department. They were currently participating in sexually
active relationships but not married. The participant’s mean age was 23 years (SD = 7.58)
with a median age of 20 years. The sample was well-educated with 71.4% (n = 68)
having education beyond high school. Almost half of the sample, 48.4% (n = 46),
reported their mean income was less than $10,458 per year (SD = 1.54). Fifty-seven
percent of the participants (n = 54) were unemployed, while 10.5% (n = 10) were
employed full-time.
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To better understand the degree to which these single women used condom
protection during sexual intercourse, they were asked several questions regarding their
sexual behaviors. Eighty-seven percent of the women (n = 83) reported being sexually
active for two or more years. Fifty-six percent of the sample (n = 53) reported having two
or more sexual partners over the past year. Eighteen percent of the women (n = 17) had
experienced a sexually transmitted infection (STI) within the past year. Over 15% (n =
15) of the women said they had experienced some form of abuse; of these, eight women
(88.4%) reported emotional abuse while four (26.7%) indicated they had experienced
emotional, sexual, and physical abuse within the last year. Sixty-one percent of the
women (n = 58) rated their “sexual know-how and skill” as highly experienced or
experienced. The sociodemographics are presented in Table 2.
Table 2.
Characteristics of the Sample (N = 95)
Characteristics
of Participants

Categories

Age in years

19 or less

37

39.4

20 – 29

45

47.9

30 – 39

7

7.4

40 – 49

4

4.3

60 - 69

1

1.0

Less than high school

94
2

100
2.1

High school or GED

25

26.3

Some advanced/beyond
high school

60

63.2

College graduate

8

8.4

Highest Education
Level

Frequency

Percentage
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Characteristics
of Participants

Categories

Employment Status

Employed full-time

95
10

100
10.6

Employed part-time

25

26.3

Employed less than parttime

6

6.3

Unemployed

54

56.8

Less than $10,458/year

95
46

100
48.4

$10,459 to $20,999/year

23

24.2

$21,000 to $40,999/year

13

13.6

$41,000 to $60,999/year

4

4.2

$61,000 to $80,999/year

3

3.2

$81,000 to $100,999/year

3

3.2

Greater than 101,000/year

3

3.2

Chlamydia

95
7

100
7.4

Gonorrhea

2

2.1

Syphilis

1

1.1

Trichomoniasis

4

4.3

Human Papilloma Virus
(HPV)/Genital Warts

3

3.2

None

77

81.9

<5 partners

94
85

100
91.4

5 to 10 partners

6

6.4

>11 partners

2

2.2

Emotional abuse

93
8

100
8.5

Yearly Income

STI’s in the Past
Year

Sexual Partners in
the Past Year

Abuse

Frequency

Percentage
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Characteristics
of Participants

Years of Sexual
Activity

Sexual Know-How
and Skill

Categories

Frequency

Percentage

Physical Abuse

1

1.1

Sexual Abuse

1

1.1

Emotional and Sexual
Abuse

1

1.1

All

4

4.2

None

79

84

<5 years

94
48

100
51.1

5 to 9 years

33

35.1

10 to 15 years

7

7.4

>20 years

6

6.4

Highly experienced

94
18

100
18.9

Experienced

40

42.1

Somewhat experienced

25

26.3

Slightly experienced

7

7.4

Not Experienced

5

5.3

95

100

The sexual behavior of the African American woman was investigated using the
GRIBehaviors, a 10 item independent subscale developed to measure gender ratio
imbalance beliefs sexual influenced behaviors. Frequency distributions indicated:
 94.7% (n = 90) of the women would not allow their sexual partner to have
sexual intercourse with others;


85.3% (n = 81) would not compromise their condom use behavior;
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 83.2% (n = 79) would use a condom even if it caused them to lose their
partner;
 83.1% (n = 79) would not compromise their condom use behavior during
anal, oral, or vaginal sex;
 84.2% (n = 80) would ask their partner to be tested prior to having sex
with him;
 79% (n = 75) would not let their partners set the sexual expectations in
their relationships;
 95.7% (n = 91) would question their partner about his sexual activities;
 75.7% (n = 72 ) would always determine condom use in their
relationships; and
 68.4% (n = 65) would avoid a sexual relationship if they knew their
partner was sexually involved with multiple partners.
Frequency was below 50% for the disagree option for the one remaining question,
suggesting these African American women were unlikely to negotiate condom use
(48.4%; n = 46). The low standard deviations indicate a narrow distribution of responses
by the women, with the exception of item 20 which had a high standard deviation of 10.
In general, these participants were more likely to negotiate sexual behaviors with their
partners. See results in Table 3.
Results
The data analysis confirmed normality of the data by measures of central tendency,
histograms, boxplots, and normality statistics including Kolmogorov-Smirnov and
Shapiro Wilks tests. The data for this analysis did not violate the assumptions for
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multiple regression analyses. Although the outlier assessment confirmed outliers for the
GRIBBS total, GRIBeliefs, and PNS, these departures from normality did not affect the
results. Therefore, correlation analysis was conducted using bivariate Pearson productmoment correlations. The results are presented below in Table 4.
Research Question 1: Are more gender role beliefs associated with lower perceived
relationship power?
There was a statistically significant positive correlation between gender role
beliefs and relationship power, (r = 0.354, p < .001). Those African American women
who held stronger feminist gender role beliefs reported higher levels of perceived
relationship power.
Research Question 2: Are stronger gender ratio imbalance beliefs associated with lower
perceived relationship power?
There was a statistically significant negative correlation between gender ratio
imbalance beliefs and relationship power, (r = -0.472, p < 0.001). Those African
American women with stronger gender ratio imbalance beliefs reported less relationship
power.
Research Question 3: Is more relationship power associated with an avoidance of risky
sexual behavior?
There was a statistically significant positive association between relationship
power and the avoidance of risky sexual behavior, (r = 0.340, p = 0.001). Those African
American women with higher levels of relationship power were more likely to use safer
sexual behaviors.
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Table 3.
GRIBehaviors Items and Scale Statistics
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Research Question 4: Are stronger gender ratio imbalance beliefs associated with a
decrease in the avoidance of risky sexual behavior?
There was a statistically significant negative correlation between gender ratio
imbalance beliefs (GRIBBS total) and risky sexual behaviors, (r = -0.235, p = 0.022).
Those African American women who held stronger gender ratio imbalance beliefs were
less likely to practice safe sex.
Research Question 5: Are more gender role beliefs associated with lower risky sexual
behavior?
There was no statistically significant association between gender role beliefs and
risky sexual behavior, (r = 0.146, p = 0.157). The African American woman’s intentions
or expectations to practice safe sex were not associated with her gender role beliefs.
Research Question 6: Are greater peer perceptions of safer sex behaviors with partners
associated with safer sexual behavior?
There was a positive correlation between safer sexual behavior and peer
perceptions of safer sex behaviors, r = 0.475, p < 0.001. Those African American women
who reported using safer sexual behavior also perceived that their peers supported using
safer sex behaviors.
Research Question 7: Are stronger gender ratio imbalance beliefs associated with an
increase in gender ratio imbalance beliefs-based sexual behavior?
There was no statistically significant association between gender ratio imbalance
beliefs and gender ratio imbalance beliefs behaviors (r = 0.194, p = 0.060). Stronger
gender ratio imbalance beliefs did not influence these African American women’s use of
gender ratio imbalance beliefs behaviors.
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Table 4.
Correlation Matrix for Study Variables

Note. SRS = Sexual Risk Scale; GRBS = Gender Role Beliefs Scale; GRIBBS = Gender Ratio Imbalance Beliefs and Behaviors Scale;
GRIBehaviors = Gender Ratio Imbalance Behaviors Scale; GRIBeliefs = Gender Ratio Imbalance Beliefs Scale; PNS = Peer Norms Scale;
SRPS = Sexual Relationship Power Scale.
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Regression Analyses
In order to efficiently analyze research Questions 8 and 9, each outcome was
regressed on the predictor variables. Stepwise multiple regression was used to test the
relationship between attitude (gender ratio imbalance beliefs and gender role beliefs),
subjective norm (peer perceptions of sexual behavior), perceived behavioral control
(relationship power), and sexual behavior (condom use). Stepwise multiple regression
assisted in determining if the addition of predictors improved the significance of the
relationship of sexual behavior (condom use) content beyond that of the covariates.
Research Question 8: What is the relationship of an African American woman’s attitude
(gender ratio imbalance beliefs and gender role beliefs), subjective norm (peer
perceptions of sexual behavior), perceived behavioral control (relationship power) and
her sexual behavior?
Using stepwise multiple regression, relationship power (p = 0.001) and peer
perception of sexual behavior (p < 0.001) were significant, accounting for 31% of the
variance for sexual behavior (r2 = 31.0% (p < 0.001). The combination of relationship
power (SRPS), peer perception of sexual behavior (PNS), gender ratio imbalance beliefs
(GRIBBS total), and gender role beliefs (GRBS) explained a significant part of sexual
behavior (SRS) (r2 = 32.8%, p < 0.001). Gender ratio imbalance beliefs (total) (p = 0.129)
and gender role beliefs (p = 0.818) were not significant after adjusting for peer perception
of sexual behavior and relationship power. The final model for risky sexual behavior was
SRS=1.343 + 0.322* PNS + 0.425*SRPS total. Those African American women with a
strong sense of relationship power and strong peer support for the use of safer sexual
behaviors were more likely to use safer sexual behaviors. See Tables 5, 6, and 7 below
for the model summary, the ANOVA results, and the beta coefficients.
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Table 5.
Model Summary for Research Question 8

Table 6.
ANOVA
Model

Sum of
Squares
Regression

1

Mean Square

5.160

1

5.160

Residual

17.664

93

.190

Total

22.824

94

7.083

2

3.542

Residual

15.740

92

.171

Total

22.824

94

Regression
2

df

a. Dependent Variable: SRS total
b. Predictors: (Constant), PNS
c. Predictors: (Constant), PNS, SRPS total

F

Sig.

27.166

.000b

20.700

.000c
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Table 7.
Coefficients
Model

Unstandardized
Coefficients
B
(Constant)

Standardized
Coefficients

Std. Error
2.525

.210

.345

.066

1.343

.405

PNS

.322

.063

SRPS total

.425

.127

t

Sig.

Beta
12.009

.000

5.212

.000

3.317

.001

.444

5.099

.000

.292

3.353

.001

1
PNS
(Constant)
2

a.

.475

Dependent Variable: SRS total

Research Question 9: What is the relationship of an African American woman’s attitude
(gender ratio imbalance beliefs and gender role beliefs), subjective norm (peer
perceptions of risky sexual behavior), perceived behavioral control (relationship power),
and her condom use behavior?
Collectively, relationship power (SRPS) total (r = 0.127, p = 0.221), peer
perception of sexual behavior (PNS) (r = 0.193, p = 0.061), gender ratio imbalance
beliefs (GRIBBS total) (r = -0.147), and gender role beliefs (GRBS) (r = -0.062, p =
0.551) did not predict condom use (r2 = 8.2%, p = 0.101). Relationship power, peer
perception of condom use, gender ratio imbalance beliefs, and gender role beliefs did not
account for a significant percent of the variance related to condom use among these
African American women.
Research Question 10: Does relationship power mediate the relationship between attitude
(gender ratio imbalance beliefs and gender role beliefs) and risky sexual behaviors?
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Starting with a model regressing gender role beliefs (GRBS) on relationship
power (SRPS), relationship power was not significant (p = 0.157). The size of the slope
was reduced by adding SRPS, but statistically the unadjusted slope and the adjusted slope
were both zero. Relationship power (SRPS) did change the non-association between
gender role beliefs (GRBS) and risky sexual behavior (SRS) but, the final results were
not significant (p = 0.775). Regressing risky sexual behavior (SRS) on gender ratio
imbalance beliefs (GRIBBS total), gender ratio imbalance beliefs was significant (p =
0.041). The size of the slope was reduced by adding SRPS by almost 50%. The
unadjusted slope was significant and the adjusted slope was zero. Relationship power did
change the association between GRIBBS total and risky sexual behavior (SRS). There
was a non-significant negative unadjusted association between GRIBeliefs and SRS.
Adding SRPS modified the slope and the adjusted slope was a non-significant positive.
Statistically the unadjusted slope and the adjusted slope were both zero. Relationship
power (SRPS) did change the non-association between gender beliefs (GRIBeliefs) and
sexual behavior (SRS). Relationship power did not mediate the relationship between
attitude and risky sexual behavior. See Tables 8, 9, and 10 below.
Table 8.
Variables Entered/Removed
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Table 9.
Model Summary

Table 10.
ANOVA

In summary, this study investigated the relationship of the African American
woman’s gender beliefs, peer perceptions of sexual behavior, and relationship power on
her sexual behavior (i.e., condom use). Ninety-five (95) heterosexual African American
women, 18-61 years of age, residing in southwest Georgia participated in this study. The
majority of the women reported a low-income, were educated, and perceived themselves
as experienced in their sexual know-how and skill. This study provided support that those
African American women with a strong sense of relationship power and strong peer
perception of safer sexual behaviors were more likely to practice safer sexual behaviors.
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Relationship power, peer perception of condom use, gender ratio imbalance
beliefs, and gender role beliefs did not account for a significant percent of the variance
related to condom use among these African American women. Therefore, it is not the
collective intersection of these factors influencing the African American woman’s sexual
behavior, as initially proposed in this study. Even more, relationship power did not
mediate the relationship between attitude (gender beliefs) and risky sexual behavior
(condom use). This may have been because the predictive ability of some measures was
weak, demonstrating partial support for proposed associations among concepts.
Considering the sample population, a more diverse sample population in terms of
education and sexual orientation may reveal higher internal consistency reliability
coefficients. Additionally, the African American women in this study were more
educated and possibly were not rooted in those historical gender roles and beliefs.

CHAPTER V
DISCUSSION
This chapter provides a discussion of findings from an analysis of the data. An
overview of the study, summary of the findings, their implications, strengths, and
limitations of the study are presented.
Study Overview
This study focused on evaluating the association among beliefs and sexual
behavior of African American women. It was inspired by the disproportionate prevalence
of HIV/AIDS among African American women in the US. Taking a quantitative
approach based on the Theory of Planned Behavior concepts, this study generated
predictors of the African American woman’s risky sexual behavior and condom use.
Ninety-five (95) heterosexual African American women, 18 to 61years of age,
residing in southwest Georgia were recruited from a community college, university, and
health department to participate in the study. Participants were chosen through
convenience sampling. The majority of the women were educated (97.7%) having earned,
minimally, a high school diploma or equivalent. Nearly half of the women were classified
as low-income and were living below poverty guidelines (48.4%). Eighteen percent of the
women reported one or more STI in the past year, and 94.7% reported being experienced
in sexual know-how and skill. African American women continue to be challenged with a
disproportionate diagnosis of HIV/AIDS. This sample population was representative of
those African American women likely to be diagnosed with HIV/AIDS in the US today.
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In this study, nearly half of the participants had more than one sexual partner over the
past year and a socioeconomic status below US poverty guidelines (CDC, 2013).
Additionally, 18% had experienced a STI in the past year. Those African American
women being diagnosed with HIV/AIDS have socioeconomic issues related to poverty,
experience higher rates of STIs, and have multiple sexual partners (CDC, 2007; CDC,
2013).
Discussion/Conclusions
The results of this study confirmed those African American women who held
stronger feminist gender role beliefs perceived themselves to be more powerful in their
sexual relationships. In a study sample of 325 unmarried heterosexual African American
women, 18 to 61 years of age, Corneille, Zyzniewski et al. proposed that gender role
beliefs were associated with the woman’s uncertainty of maintaining her relationship.
This research study used similar study venues and a sample population of identical sexual
orientation, race, and age, stronger gender role beliefs enhanced the African American
woman’s assurance and authority. This study’s sample was more educated as more of the
African American women had some advanced education beyond high school or had
earned a college degree, (71.6% vs. 54%), than in the Corneille, Zyzniewski et al (2008)
study. Taking into consideration the historical male power dominance and double
oppression of African American women in this country, a more educated group of
African American women may not be embedded in proposed formal gender role beliefs
of this nation that African American women are powerless, inferior, subservient, and
should place the care of others before the care of themselves (Blaine 2007; Hooks, 1981).
If this is the case, modification of gender role beliefs in African American women may be
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possible and in so doing, their power in male relationships may be strengthened, resulting
in the realization of control of their sexual behavior.
Research results confirmed that African American women who held the belief
that there are significantly fewer eligible African American men than African American
women perceived themselves having less power in their sexual relationships (Botempi et
al., 2008; Corneille, Zyzniewski, et al., 2008; Ferguson et al., 2006; Jarma et al., 2007).
In their 2008 qualitative study, Botempi et al. (2008) found that this cultural African
American gender ratio imbalance positively influenced the relationship power of lowincome African American women. The women presented themselves as independent,
strong, assertive, and preferred being alone before assigning their relationship power to
their male partner (Botempi et al., 2008). The sample participants were all African
American women, residing in public housing, and considered low-income. This “lack” of
eligible African American men resulted in the low-income, public housing African
American women to become stronger and more independent (Botempi et al., 2008). Yet,
in this study, where not quite half (48.4%) of the participants were low-income, educated
African American women reported lower levels of power in their relationships. The two
samples differed in socioeconomic status and environment. It is plausible that gender
ratio imbalance beliefs are environmental, meaning different surroundings produce
various responses. For example, because the low-income women, living in public housing
were in a situation where there were fewer men, over time they developed a sense of
survival and prioritized their sexual behavior in accordance to their needs as dictated by
their situation. Simply stated, although there may have been a gender ratio imbalance, it
was not sufficient enough that they would give up their power in sexual relationships
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with men. Dependence may be a measure of relationship power. These low-income
African American women found welfare and public housing necessities and therefore,
prioritization was not placed on the African American man (Botempi et al., 2008). In this
study, perhaps, the middle-class, educated woman’s subjection to the gender ratio
imbalance was considered a need for companionship and as a result, she placed
prioritization on having a male sexual partner. Thus, the middle-class woman gave up her
power to negotiate sexual behaviors in the hopes of keeping her partner. Results similar
to those reported in this study were reported in two qualitative studies conducted by
Jarama et al. in 2007 and Mallory et al. in 2009. These results support the notion that the
gender ratio imbalance directly influences the perceived relationship power of the
African American woman, thus indirectly influencing her sexual behaviors. A major
advantage of this study in comparison to previous research endeavors was its ability to
develop and quantify gender ratio imbalance beliefs with the only instrument known to
date, the Gender Ratio Imbalance Beliefs and Behaviors Scale (GRIBBS). This
quantitative instrument gives direction to the kind of influence (positive or negative)
gender ratio imbalance beliefs have on perceived relationship power and sexual behaviors
of African American women.
This study’s findings regarding relationship power and the gender ratio imbalance
indicate that those African American women who sensed more relationship power had
stronger intentions to practice safer sexual behaviors. These findings are consistent with
previous research studies with similar African American sample populations (Harvey et
al., 2002; Pulerwitz et al., 2000). However, there are some differentiations noted. In a
study conducted by Harvey et al. (2002) their measurement of relationship power focused
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on who in the relationship possessed more power. That study did not take into account
condom use behavior or the influential structure of power when negotiating condom use
in the African American woman. In this study, relationship power was addressed on a
multifaceted level using an instrument of measure known as the Sexual Relationship
Power Scale (SRPS). The SRPS took into account the condom use, safer sex negotiation,
and gender-based power issues of African American women. As a result, not only did this
study address who had more power, but it delved into the possible effects of that power.
This study confirmed that those study participants with a greater intention to
practice safer sexual behavior perceived support from their peers to practice safe sexual
behaviors. This finding is consistent with previous research conducted in primarily
adolescent and young adult samples (Crosby et al., 2003; Friedman et al., 2001; Raiford
et al., 2009). In this study, a sample population of African American women at a different
developmental stage of life, young adult to older adult, was recruited. The results of this
study suggest the sexual behavior beliefs of friends and family are instrumental in the
sexual decision making of the young to middle-aged adult African American women.
The women in this study indicated that peer perception and relationship power
were significant predictors of their sexual behavior and condom use. Those African
American women with greater intentions to practice safer sex perceived their friends,
family, and peers supported safer sexual behaviors including condom use. These same
women also had a strong sense of power in their sexual relationships. These study results
support previous research findings. In a sample of African American and Latina young
adults (18 to 24 years of age) consistent condom use was more likely to occur in men
who, historically, in American culture have more relationship power (Blaine, 2007;
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Friedman et al., 2001). In a study conducted by Harvey et al. (2002), Hispanic and
African American women who perceived more relationship power were more likely to
dictate condom use behavior. An advantage of this study was all of the participants were
African American. This study confirmed gender role and gender ratio imbalance beliefs
were influential in the perceived relationship power of African American women.
Although gender beliefs did not directly influence the African American woman’s sexual
behavior, they were instrumental in her sexual decision making. For example, this study
confirmed African American women with higher levels of relationship power were more
likely to use safer sexual behaviors (i.e., condom use) and those African American
women with stronger gender ratio imbalance beliefs indicated they had less relationship
power. Thus, gender beliefs can alter relationship power and relationship power can
modify the sexual behavior of African American women. Still, neither gender role or
gender ratio imbalance beliefs were significant predictors of safer sexual behavior among
these African American women.
One of the most commonly used theoretical frameworks for conceptualizing
HIV/AIDS risk behaviors is the Theory of Planned Behavior (TPB) (Ajzen, 1985, 1991).
The TPB proposes intentions are the fundamental foundation of behaviors (Ajzen, 1985,
1991) and those intentions are determined through the internal process of assimilating
beliefs. Therefore, this study focused on the beliefs of African American women and
results confirmed that their behavioral beliefs (gender beliefs), normative beliefs (peer
perception), and control beliefs (relationship power) were influential in determining their
intentions and their sexual behaviors. Because the TPB could take into account all three
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belief types, the prediction of behavioral intention and sexual behavior of African
American women was enhanced. This was a major strength of the study.
Prior to this research study gender ratio imbalance beliefs were reported via
qualitative research studies. This study was the first to quantify the construct of gender
ratio imbalance beliefs. The Gender Ratio Imbalance Beliefs and Behaviors Scale
(GRIBBS) was developed to measure those gender ratio imbalance beliefs (GRIBeliefs)
and beliefs-influenced behaviors (GRIBehaviors) of the African American woman. The
GRIBBS reflects a comprehensive application of the TPB concept and definition of
behavioral beliefs (attitude). Of importance is the fact that the GRIBeliefs scale had a
significant negative relationship with both the sexual relationship power scale (SRPS)
[.533, p = .000] and the sexual risk scale (SRS) [-.473, p = .000]. Interpreting these
correlations, the stronger gender ratio imbalance beliefs the lower perceived power in
relationships; the stronger the gender ratio imbalance beliefs the less likely the participant
would use safer sexual practices. In a pilot study, the GRIBeliefs internal consistency was
.82; the Cronbach’s alpha for this study was .76. Although the GRIBeliefs was not a
predictor of condom use, it is clear that gender ratio imbalance beliefs influence a
woman’s decision to use safer sexual practices. Further research is needed to gain a better
understanding of the role of gender ratio imbalance beliefs in decision-making regarding
the use of safer sexual practices among African American women.
The 10-item GRIBehaviors was developed to better understand the behaviors of
women who held strong gender ratio imbalance beliefs. The content of the instrument
was extracted from the literature and expert opinion. Internal consistency of the
GRIBehaviors scale was .56 in the pilot study; however, the Cronbach’s alpha in this
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study was .04. This low reliability could be attributed to its brevity, or the items did not
adequately explore the concept of gender ratio imbalance beliefs-influenced behaviors, or
the fact that these African American women did have stronger gender ratio imbalance
beliefs but these beliefs did not translate into expected behaviors. The fact that there was
not a significant relationship between the GRIBeliefs and GRIBehaviors scale (.194, p =
.06) indicates that further exploration of these phenomena is warranted.
Strengths
A number of strengths were identified in this study. The large sample size
provided good power for data analyses. The strong theoretical foundation, which
proposes behaviors are ultimately influenced by beliefs, provided confidence in statistical
conclusions. The sample participants represented those African American women being
diagnosed with HIV/AIDS in the US. As these women most likely became infected with
HIV through sexual relationships, these results could give direction to strategies that
would support the decisions of African American women to choose safer sexual
practices. The use of multiple study venues for data collection ensured representation of
different strata of African American women in southeastern United States.
Limitations
Limitations of this study cannot be disregarded and to effectively interpret the
conclusions of this study, the limitations need to be addressed. First, the use of
convenience sampling introduced a selection bias sample. Because the women
volunteered to participate, it is possible the sample participants were more knowledgeable
about HIV/AIDS, condom use, and other methods of reducing their risk factors for
HIV/AIDS. However, the use of multiple study venues, the inclusion of women from
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different educational and socioeconomic stratums, and the inclusion and exclusion
criteria hopefully reduced this bias.
Second, the use of specific study venues may have limited the generalizability of
the sample to only the population of African American women from southwest Georgia
who attended college or received services from the public health department. However,
the study’s sample was consistent with those women at risk for HIV/AIDS (CDC, 2007;
Okwumabua et al., 2001; Shisana et al., 2010; US Department of Health and Human
Services, 2010).
Third, although this study focused on the attitude and behaviors of African
American women, the influence of specific demographic factors (e.g., education,
socioeconomic status, etc.) of these African American women were not taken into
consideration. Additionally, the influence of the sexual partner’s race (i.e. African
American, white, etc.) was not explored, yet it may be a factor that influences an African
American woman’s relationship power and her decisions to use safer sexual practices. All
of these factors demand further research to assure that African American women decide
to use safer sexual practices, thus decreasing their risk for HIV/AIDS, sexually
transmitted diseases, and other health issues (CDC, 2013).
A fourth limitation was possible recall bias. The participants’ responses were
based upon their ability to recall experiences from current relationships. It is difficult to
ascertain the accuracy of this recall; however, recall bias should have been reduced
because the behavior to be recalled had taken place within the past 60 days.
Lastly, a limitation of the TPB cannot be ignored. The TPB proposes beliefs are
the sole determinants of an individual’s intention, directly influencing their behavior.
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Thus, all other variables outside of beliefs (behavioral, normative, and control) are not
considered influential on the behavior. However, when reflecting on the disproportionate
statistics of HIV/AIDS in African American women, gender, race, ethnicity,
socioeconomic status, and demographic factors are proven influential variables (CDC,
2013). The TPB does not take these influential external variables into consideration.
Despite these possible limitations, findings from the study bring to the forefront
specific influential variables regarding gender ratio imbalance beliefs and the sexual
behavior of African American women.
Implications
This study was a first attempt at collectively understanding the intersectionality of
attitude (gender role beliefs and gender ratio imbalance beliefs), subjective norm (peer
perception), perceived behavioral control (relationship power), and behavior (risky sexual
behavior and condom use) of the heterosexual African American woman. This study sets
the stage for developing culturally sensitive and gender specific interventions aimed at
decreasing the diagnosis of HIV/AIDS among African American women.
Implications for Practice and Education. The African American woman’s attitude
(gender beliefs) was a significant predictor in her perceived relationship power. These
culturally sensitive, gender specific beliefs and relationship power struggles must become
a pathway for health care providers to initiate strategies that strengthen an African
American woman’s decisions to use safer sexual practices. Since health care providers
tend to focus on prevention, it is suggested that health care providers (i.e., nurses,
physicians, and social workers) discuss both gender role and gender ratio imbalance
beliefs with African American women. This approach will bring to the forefront those
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risk factors associated with gender ratio imbalance behaviors (inhibited power in
relationship; risky sexual behaviors) and possibly, do away with any misunderstandings
associated with the gender ratio imbalance and its influence of relationships between
African American women and men in today’s society. Community and church-based
initiatives, public health programs, the media, and other electronic resources can be used
to reach out to all African American women. On college campuses empowerment
conferences, effective condom use assemblies, and flyers with specific preventive
messages are strategies that can inform African American women. All educational
materials should be specific to the African American woman. For example, a flyer or
workshop/seminar with the statistics of the African American gender ratio imbalance on
campus and its influences on sexual relationships and risky sexual behaviors may prove
beneficial.
Because study participants also held the belief that their relationship power was
influenced by the gender ratio imbalance, women living in environments where there are
fewer African American men are more likely to prioritize their needs over their intentions
to practice safe sexual behavior. Interventions that promote empowerment in African
American womenn are essential. These interventions could be from a collage of
resources: individual, organizational, or sociocultural. The African American woman
belongs to a historically culturally subordinate group; to enhance her sense of
empowerment she must be given equal voice and her historical oppression must be taken
into consideration.
If African American women are given a greater voice in their homes, on their
jobs, and within the community these women may reach their potential. For example,
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community forums and campus sororities could hold meetings allowing the African
American woman to voice her opinion concerning the gender ratio imbalance and
relationship power. Offering periodical meetings on college campuses (i.e. sororities) on
independence, confidence-building, and equality may change the sexual behaviors that
promote the detrimental effects of HIV/AIDS in this population. These shared
educational and community endeavors may prove beneficial in assisting African
American women with gaining confidence, developing self-efficacy, and maintaining
sexual safety in environments with fewer African American men.
Subjective norm (peer perception of sexual behavior) was a significant predictor
of the African American woman’s intention to practice safer sex and condom use.
Although health care providers treat from a holistic perspective, they do not generally
include peers. It may prove beneficial to include a client’s peer group. For example,
encourage African American women to share with their peers (i.e., family members and
friends) the importance of safe sexual behavior and condom use. Even more, developing
peer support groups on college campuses and in community outreach facilities could
foster strong peer support systems. These groups could come from college sororities for
those young women attending college and for those women not attending college
community organizations such as churches, school groups, and health clinics could get
involved.
For young African American women attending high school, school related
activities could enhance their HIV preventive knowledge by educating on the awareness
of gender beliefs and self-empowerment activities. For example, peer-to-peer educational
student assemblies, safe sex education classes/assignments, and collaborative efforts with
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local community organizations (i.e., health departments and teen centers) to educate,
screen, and treat for STIs may benefit young African American women.
Perceived behavioral control (relationship power) was a significant predictor of
the African American woman’s intention to practice safer sexual behaviors. Those
African American women with a strong sense of relationship power and strong peer
support for the use of safer sexual behaviors were more likely to practice safer sexual
behaviors. This has indications for assertiveness training to promote self-efficacy in the
African American woman. This will allow her to play a preemptive role in making the
decision to use safer sex practices including condom use. The African American woman
needs to take a more proactive role in practicing safer sex and in promoting her right to
decide. Health care providers, educators, and community organizations can offer
education and support by promoting confidence and self-efficacy among African
American women.
Suggestions for Future Research
This was the first study to collectively address the gender beliefs, peer perception,
relationship power, and sexual behavior of the African American woman. Additional
research exploring these variables in African American women of all sexual orientations
could provide additional insight into the risky sexual behaviors of African American
women, thus decreasing the spread of HIV/AIDS among this population. Variations in
the different sexual orientations were observed during the eligibility screening process.
Numerous potential participants indicated they were either homosexual or bisexual. More
importantly, the voices of these women were not heard in this study as they did not meet
study criteria. Additionally, there were evident differences in the comprehension levels
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among the women concerning conventional sexual behavioral terms (i.e., heterosexual,
homosexual, bisexual, anal, vaginal, and oral). Therefore, exploring different sexual
orientations and the accompanying perspectives related to sexual behaviors and educating
African American womenn in the context of their norms may assist in reducing the risky
sexual behaviors among the group.
This study thoroughly adhered to the constructs of the TPB. While understanding
the theoretical perspectives is critical to the development of safer sexual interventions
among African American women, it is also necessary to consider the impact of other
factors. Knowing what influences the intention and sexual behavior may not be sufficient
for actual risk reduction among African American women, whose avoidance of risky
sexual behavior may be restrained by factors beyond their control or reasoning.
Importantly, previous research indicates influences, other than beliefs, are instrumental in
the achievement of safer sexual behavior among the group. Research efforts have been
efficacious in demonstrating the safer sexual and condom use behavior of African
American women is influenced by their SES, age, education, history of abuse,
spirituality, and self-efficacy (Bralock & Koniak-Griffin, 2007; Jarama et al., 2007;
Mallory et al., 2009; Moreno et al., 2007; Myers et al., 2003; Okwumabua et al., 2001;
Perrino et al., 2006; Shisana et al., 2010). Thus, to maintain a holistic preventive
approach, these additional factors should be considered in future research undertakings
and preventive efforts. So, in addition to the significant influence of beliefs, it is essential
for health care professionals and preventive interventions to incorporate a
comprehensive, all-inclusive approach which may enable African American women to
initiate and maintain safer sexual behaviors. Furthermore, preventive interventions will
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also need to consider and promote an environment supportive of risk reduction through
education, empowerment and underlying interventions at the fundamental community
level.
Further testing of the GRIBehaviors is needed to ascertain stability of the
instrument over time. Further exploration of the association between gender beliefs and
relationship power may prove beneficial because previous research, including this study,
has demonstrated relationship power is influential in the sexual behavior of African
American women. So, to alter the sexual behavior of the African American woman, it
may prove favorable to strengthen her perceived relationship power.
Of the variables examined in this study, relationship power appears to be the most
significant determinant of safer sexual behavior among these African American women.
Its association with gender beliefs, peer perception of sexual behavior, sexual behavior,
and condom use indicates relationship power is a multifaceted, complex variable that
introduces genuine controls over the sexual behavior of African American women. The
African American women in this study who held more feminist beliefs were more likely
to practice safer sexual behaviors. In addition, these African American women were
outwardly compliant to how they perceived others felt they should behave. Although
these findings do not represent self-silencing, they are consistent with what STS predicts:
Concealment of a woman’s true feelings and setting aside her needs for others to
maintain her relationships is strongly related to her safer sex negotiation and prevention
of HIV. DeMarco, Kendricks et al (2009) point out that silencing the self in African
American women can be an impediment to safe sex negotiation, honest dialogue with
healthcare providers, and self-advocacy in the context of health disparities and continued
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barriers to diagnosis and care after diagnosis. In spite of this awareness, this study did not
specifically explore silencing the self in these African American women. Yet, there is
limited research investigating the interrelationships among silencing the self, HIV, and
their association to gender beliefs, peer perception of sexual behavior, educational
attainment, and history of abuse. There is a need to advance this research to expand the
continuum of care among health care professionals to better reach African American
women. Because evidence-based practice begins with synthesizing what is known in the
literature with clinical knowledge, taking a holistic approach and considering how selfsilencing takes many forms may generate possible innovative ways to advance effective
HIV preventive interventions in this population.
Summary. The goals of this study have been achieved. This study that focused
on gender role beliefs, gender ratio imbalance beliefs, peer perception, relationship
power, and sexual behaviors has generated knowledge that can be useful in promoting
safe sexual behavior among African American women in the US. African American
women with a strong sense of relationship power and strong peer support for the use of
safer sexual behaviors were more likely to use safer sexual behaviors. Although the
predictive ability of some variables was not as speculated, the final study results have
propelled nursing research forward. The study results can assist in breaking down genderbased and culturally sensitive barriers that promote risky sexual behavior in African
American women. Still, further research is needed with more diverse populations in terms
of demographic factors (e.g., education, socioeconomic status, etc.), sexual orientations,
and partner influences to further test the association among gender role beliefs, gender
ratio imbalance beliefs, relationship power, and sexual behaviors. A better understanding
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of the African American woman’s beliefs and her decisions regarding her sexual
practices can give direction to strategies to promote safer sexual behaviors.
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Appendix B
GRBS Directions: Please complete the questionnaire using the criteria below. For each of the following items, place an “X”
in the box of the response which best characterizes your opinion.
Key: 1 = Strongly Agree
2 = Agree
3 = Somewhat Agree
4 = Undecided
5 = Somewhat Disagree
6 = Disagree
7 = Strongly Disagree

Item
1. It is disrespectful for a man
to swear in the presence of a
lady.
2. Women should not expect
men to offer them seats on
buses.
3. Homosexual relationships
should be as socially
accepted as heterosexual
relationships.
4. The initiative in courtship
should usually come from
the man.
5. It bothers me more to see a
woman who is pushy than a
man who is pushy.
6. When sitting down at the
table, proper respect

Strongly
Agree
1

Agree
2

Somewhat
Agree
3

Undecided
4

Somewhat
Disagree
5

Disagree
6

Strongly
Disagree
7
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Item
demands that the gentleman
hold the lady’s chair.
7. Women should have as
much sexual freedom as
men.
8. Women should appreciate
the protection and support
that men have traditionally
given them.
9. Women with children
should not work outside the
home if they don’t have to
financially.
10.I see nothing wrong with a
woman who doesn’t like to
wear skirts or dresses.
11. The husband should be
regarded as the legal
representative of the family
group in all matters of law.
12.I like women who are
outspoken.
13.Except perhaps in very
special circumstances, a
gentleman should never
allow a lady to pay the taxi,
buy the tickets, or pay the
check.
14.Some equality in marriage is
good, but by and large the
husband ought to have the
main say-so in family
matters.

Strongly
Agree
1

Agree
2

Somewhat
Agree
3

Undecided
4

Somewhat
Disagree
5

Disagree
6

Strongly
Disagree
7
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Item
15.Men should continue to
show courtesies to women
such as holding open the
door or helping them on
with their coats.
16.It is ridiculous for a woman
to run a locomotive and for
a man to darn socks.
17. A woman should be as free
as a man to propose
marriage.
18.Women should be
concerned with their duties
of childbearing and
housetending, rather than
with desires for professional
and business careers.
19. Swearing and obscenity is
more repulsive in the speech
of a woman than a man.
20. There are some professions
and types of businesses that
are more suitable for men
than women.

Strongly
Agree
1

Agree
2

Somewhat
Agree
3

Undecided
4

Somewhat
Disagree
5

Disagree
6

Strongly
Disagree
7
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Appendix C
Gender Ratio Imbalance Beliefs and Behaviors Scale (GRIBBS)
Higher gender ratio beliefs indicate that a woman believes that the ratio of men to women affects her
decisions related to sexual behavior. Not using condoms to maintain a relationship based on the
belief that there are fewer men in the population is an example of gender ratio beliefs.
Directions: Please complete the questionnaire using the criteria below. For each of the
following items, place an “X” in the box of the response which best characterizes your opinion.
If you have more than one partner please answer for your primary partner, the one with
whom you have the closest, most steady relationship.
Key: 1 = Strongly Disagree
2 = Disagree
3 = Somewhat Agree
4 = Agree
5 = Strongly Agree

Item

1. There are fewer men than women
in my community.
2. Fewer men in my community
decrease my chances of dating.
3. Fewer men in my community
decrease my chances of getting
married.
4. Fewer men in my community
decrease my chances of having
children.
5. Fewer men in my community
decrease my chances of maintaining a
steady relationship.
6. To maintain my relationship, I do
not use a condom when having oral,
vaginal, or rectal sex.
7. I allow my male partner to have sex
with other female partners to maintain
our relationship.
8. I use a condom even if it causes me
to lose my mate.
9. I do not have sexual relationships
when I know the man has multiple
partners.
10. There are not enough men for all
women to be in a steady and exclusive
relationship.

Strongly
Disagree
1

Disagree
2

Somewhat
Agree
3

Agree
4

Strongly
Agree
5
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Item
11. Men are in demand and I will do
whatever is required to keep them as my
sexual partner.
12. If I make my man use a condom, he
will go to another woman who will have
sex without a condom.
13. Not having a man in my life means
that I cannot have children.
14. I do not use condoms in order to
keep my male sexual partner.
15. I always determine condom use in
my relationship.
16. To maintain my relationship, I let
my partner set what is expected in our
sexual relationship.
17. To maintain my relationship, I do
not question my partner about his
involvement with others sexually.
18. I do not ask my partner to be tested
for sexually transmitted infections
(STIs) prior to having sex with him.
19. I believe if I ask my man to use a
condom, I will lose him.
20. I negotiate condom use with my
partner.

Strongly
Disagree
1

Disagree
2

Somewhat
Agree
3

Agree
4

Strongly
Agree
5
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Appendix D
Peer Norm Scale (PNS)
Directions: Please complete the questionnaire using the criteria below. For each of the
following items, place an “X” in the box of the response which best characterizes your
opinion.
Key: 1 = Strongly disagree
2 = Disagree
3 = Agree
4 = Strongly agree

Item

1. “Most of my friends think you
should always use condoms
when having sex with a new
person.”
2. “Most people my age are using
condoms these days.”
3. “Most of my friends think you
should use condoms whenever
you have sex, including a primary
sex partner.”
4. “Most of my friends use condoms
when they have sex with a new
partner.”

Strongly
Disagree
1

Disagree
2

Agree
3

Strongly
Agree
4
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Appendix E
Sexual Relationship Power Scale (SRPS)
Directions: Please complete the questionnaire using the criteria below. For each of the
following items, place an “X” in the box of the response which best characterizes your
opinion. If you have more than one partner please answer for your primary partner,
the one with whom you have the closest, most steady relationship.
Key: 1 = Strongly Agree
2 = Agree
3 = Disagree
4 = Strongly Disagree
Relationship Subscale

Item

1. If I asked my partner to use
a condom, he would get
violent.
2. If I asked my partner to use
a condom, he would get
angry.
3. Most of the time, we do
what my partner wants to
do.
4. My partner won’t let me
wear certain things.
5. When my partner and I are
together, I’m pretty quiet.
6. My partner has more say
than I do about important
decisions that affect us.
7. My partner tells me who I
can spend time with.
8. If I asked my partner to use
a condom, he would think
I’m having sex with other
people.
9. I feel trapped or stuck in our
relationship.
10. My partner does what he
wants, even if I do not want
him to.

Strongly
Agree
1

Agree
2

Disagree
3

Strongly
Disagree
4
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Item

Strongly
Agree
1

Agree
2

Disagree
3

Your
Partner
1

Both of
You
Equally
2

You
3

11. I am more committed to our
relationship than my partner
is.
12. When my partner and I
disagree, he gets his way
most of the time.
13. My partner gets more out of
our relationship than I do.
14. My partner always wants to
know where I am.
15. My partner might be having
sex with someone else.
Decision-Making Subscale

Item

16. Who usually has more say
about whose friends to go
out with?
17. Who usually has more say
about whether you have
sex?
18. Who usually has more say
about what you do together?
19. Who usually has more say
about how often you see one
another?
20. Who usually has more say
about when you talk about
serious things?
21. In general, who do you
think has more power in
your relationship?
22. Who usually has more say
about whether you use
condoms?
23. Who usually has more say
about what types of sexual
acts you do?

Strongly
Disagree
4
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Appendix F
Sexual Risks Scale (SRS)
Safer sex means sexual activity which reduces the risk of AIDS virus transmission. Using
condoms is an example of safer sex. Unsafe, risky, or unprotected sex refers to sex without a
condom, or to other sexual activity which might increase the risk of AIDS virus
transmission.
Directions: Please complete the question using the criteria below. For the following
item, place an “X” in the box of the response which best describes your opinion. If you
have more than one partner please answer for your main partner, the one with whom
you have the closest, most steady relationship.
Key: 1 = Strongly disagree
2 = Disagree
3 = Undecided/Neutral
4 = Agree
5 = Strongly agree

Item

1. If my partner wanted me to have
unprotected sex, I would probably “give
in.”
2. The proper use of a condom could
enhance sexual pleasure.
3. I may have had sex with someone
who was at risk for HIV/AIDS.
4. If I were going to have sex, I would
take precautions to reduce my risk of
HIV/AIDS.
5. When I think that one of my friends
might have sex on a date, I ask them if
they have a condom.
6. Condoms ruin the natural sex act.
7. I am at risk for HIV/AIDS.
8. I would try to use a condom when I
had sex.
9. Condoms interfere with romance.
10. My friends talk a lot about "safer"
sex.
11. If my partner wanted me to
participate in "risky" sex and I said that
we needed to be safer, we would still
probably end up having “unsafe” sex.

Strongly
Disagree
1

Disagree
2

Undecided/
Neutral
3

Agree
4

Strongly
Agree
5
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Item

12. Generally, I am in favor of using
condoms.
13. I would avoid using condoms if at
all possible.
14. If a friend knew that I might have
sex on a date, he/she would ask me if I
were carrying a condom.
15. There is a possibility that I have
HIV/AIDS.
16. If I had a date, I would probably not
drink alcohol or use drugs.
17. "Safer" sex reduces the mental
pleasure of sex.
18. If I thought that one of my friends
had sex on a date, I would ask them if
they used a condom.
19. The idea of using a condom doesn't
appeal to me.
20. “Safer” sex is a habit for me.
21. If a friend knew that I had sex on a
date, he/she wouldn't care if I had used a
condom or not.
22. If my partner wanted me to
participate in "risky" sex and I
suggested a lower-risk alternative, we
would have the “safer” sex instead.
23. The sensory aspects (smell, touch,
etc.) of condoms make them unpleasant.
24. I intend to follow “safer sex”
guidelines within the next year.
25. With condoms, you can't really
"give yourself over" to your partner.
26. I am determined to practice “safer”
sex.
27. If my partner wanted me to have
unprotected sex and I made some
excuse to use a condom, we would still
end up having unprotected sex.
28. If I had sex and I told my friends
that I did not use condoms, they would
be angry or disappointed.
29. I think “safer” sex would get boring
fast.
30. My sexual experiences do not put
me at risk for HIV/AIDS.
31. Condoms are irritating.

Strongly
Disagree
1

Disagree
2

Undecided/
Neutral
3

Agree
4

Strongly
Agree
5
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Item

32. My friends and I encourage each
other before dates to practice "safer"
sex.
33. When I socialize, I usually drink
alcohol or use drugs.
34. If I were going to have sex in the
next year, I would use condoms.
35. If a sexual partner didn't want to
use condoms, we would have sex
without using condoms.
36. People can get the same pleasure
from "safer" sex as from unprotected
sex.
37. Using condoms interrupts sex play.
38. It is a hassle to use condoms.

Strongly
Disagree
1

Disagree
2

Undecided/
Neutral
3

Agree
4

Strongly
Agree
5
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Appendix G
Condom Use
Directions: Please complete the question using the criteria below. For the following
item, place an “X” in the box of the response which best describes your opinion. If you
have more than one partner please answer for your main partner, the one with whom
you have the closest, most steady relationship.
Key: 1 = Never
2 = 25% of the time
3 = 50% of the time
4 = 75% of the time
5 = Always

Item

1. How often is a condom used during
sexual intercourse with you and your
partner?

Never
1

25% of
the Time
2

50% of the
Time
3

75% of
the Time
4

Always
5
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Appendix H
Demographic Data
Directions: For each of the following items, please fill in your response or check your
response.
1. Age in years
2. Highest educational level:
Less than high school
High school or GED
Some advanced/beyond high school
College graduate
Master’s degree
Doctorate degree
3. Employment status:
Employed full-time
Employed part-time
Employed on an as needed basis, less than part-time
Unemployed
4. Yearly household income:
Less than $10,457/year
$10,458 to $20,999/year
$21,000 to $40,999/year
$41,000 to $60,999/year
$61,000 to $80,999/year
$81,000 to $100,999/year
Greater than $101,000/year
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5. The following are common sexually transmitted diseases (STDs); place a check
mark next to those you have experienced over the past year.
Chlamydia
Gonorrhea
Syphilis
Trichomoniasis
Human Papilloma Virus (HPV)/Genital Warts
Herpes
Mycoplasma Genitalium
Other. Please identify:
None

6. How many sexual intercourse partners have you had over the past year?
partners
7. Do you have a history of emotional, physical, and/or sexual abuse?
(Please check all that apply)
Emotional abuse
Physical Abuse
Sexual Abuse
None
8.

How long have you been sexually active in years?

9. How would you rate your sexual know-how and skill?
Highly experienced
Experienced
Somewhat experienced
Slightly experienced
Not experienced

years
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Appendix I
Georgia State University
Department of Nursing
Informed Consent
Title: African American Women: Gender Beliefs, Peer Perception, Relationship Power,
and Sexual Behavior
Principal Investigators:

Latrona Ree Lanier, MSN, RN
Cecelia Gatson Grindel, PhD, RN

I.
Purpose:
You are being asked to volunteer for a research study. The purpose of the study is to
explore the sexual behavior of African American women. By sexual behavior we mean
the use of a condom by their male partner or their use of a female condom. This includes
their role as African American women, the influence of their peers, their perception about
their personal power in their relationships with men, and their sexual behavioral
practices. You are being asked to participate because you are an African American
woman and 18years of age or older. Your participation will involve only the time it
requires you to complete a set of questionnaires. The questionnaires will take up to 45
minutes to complete. We plan for a total of 95participants to complete the questionnaires
for this study.
II.

Procedures:

If you agree to participate, you will complete a set of questionnaires. The
questionnaires will ask you about your sexual behavior and condom use. The data
collection process will be a one-time event for each participant. You will have contact
with only the principal investigator and approved research personnel during the data
collection process. The data collection process will be held in a convenient private
location. The questionnaires have no right or wrong answers. What is important is that
you answer the questions honestly. A $10 gift card will be given to each participants
following completion of the questionnaires.
III.

Risks:

There are no risks of physical harm associated with this study. In this study, you
will not have any more risks than you would in a normal day of life. Some women
may feel uncomfortable about answering questions related to their sexual
behaviors. If you feel this way, you may skip those questions. You may stop
completing the questionnaires at any time. You have the right not to answer any
questions about any topic or part of a topic that makes you feel uncomfortable.
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IV.

Benefits:

Participation in this study may not benefit you personally. The collected data may lead to
new ways to encourage African American women to use safer sex practices. By safer sex
practices we mean consistent condom use.
V.
Voluntary Participation and Withdrawal:
Participation in this research study is completely voluntary. You do not have to take
part in this study. You can stop any time after giving this consent. You have the right to
drop out at any time. You may skip questions at any time during the study. You have
the right to refuse to be in this study. Whatever you decide, you will not lose any
benefits. You will continue to receive benefits to which you are otherwise entitled.
VI.

Confidentiality:

All information will be kept in a locked cabinet at Darton State College in the office of
Latrona Lanier, MSN, RN. Latrona Lanier, MSN, RN; Dr. Cecelia Grindel; and members
of the research team will have access to the information you provide. Agencies that make
rules and policies about how research is done have the right to access study records.
Agencies that pay for the study also have the right to review these records. Those with
the right to look at your study records include the Georgia State University (GSU)
Institutional Review Board and/or the Office for Human Research Protection (OHRP).
Records can also be opened by court order. We will keep your records private to the
extent allowed by law. Your name will not be used in this study. We will use a number
rather than your name on study information. Other facts that might point to you will not
appear when we present or publish the study results. Study results will be reported as
group data. Your personal identity will not be disclosed under any conditions.
VII. Contact Persons:
Contact Latrona Lanier, MSN, RN at (229) 317-6826 or latrona.lanier@darton.edu and/or
Cecelia Grindel, PhD, RN at (404) 993-9627 or cgrindel gsu.edu if you have questions,
concerns, or complaints about this study. You can also call if you think you have been
harmed by the study. Call Susan Vogtner in the Georgia State University Office of
Research Integrity at 404-413-3513 or svogtner1@gsu.edu if you want to talk to someone
who is not part of the study team. You can also call Susan Vogtner if you have questions
or concerns about your rights in this study.
VIII.

Copy of Consent Form to Subject:

We will give you a copy of this consent form to keep.
If you are willing to volunteer for this research study and complete the questionnaires,
please sign below.
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Participant

Date

Researcher

Date

129

Appendix J
The conduction of the proposed study, from the time the questionnaires are
finalized to the time of data analyses completion, will cover a six month timetable.
PLANNED TIMELINE FOR IMPLEMENTATION
June
2012

July
2012

Aug
2012

Sept
2012

Study Procedure
Finalized
Order Supplies
Formulation and
Printing of
Recruitment
Material
Finalize and
Copy
Questionnaires
Hire and Train
Research
Personnel
Confirm Data
Collection
Process with
Venues
Put up posters
and flyers
Begin
Recruitment
Begin Data
Collection
Data Analysis
Data
Interpretation
Publication
Preparation



Anticipate recruiting 32 women per venue

Oct
2012

Nov
2012

